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ABSTRACT
Health education for the consumer of health care has received 
increased attention on the national level within the last several 
years. It is now predicted that the individual must assume more 
responsibility in making appropriate decisions regarding health 
problems which ultimately affect personal health maintenance. 
Consumers who are better educated on the facilities and services 
available in the health care system and hew and when to use them 
will result in a more efficient use being made of the system in 
general.
In Louisiana there were no programs which could primarily be 
identified as devoted to consumer health education. This study is 
a part of the benchmark evaluation for a pilot program in consumer 
health education. Data would be used in helping to plan the 
educational content of the program.
Two hundred and twenty-eight female heads of households from 
low-income communities were interviewed. They volunteered to 
participate in the health education program and were enrolled on 
a quota basis by the four sub-professional aides working in the 
program.
The study was designed to be part of the basic test used to 
determine the levels of knowledge the consumer had about the 
health care system and the usage made of the system. The major
xi
purpose of the study was to determine if there were any relevant 
consumer characteristics which were significant factors contributing 
to consumer knowledge and use of the health care system.
The major general objective of the study was to compare overall 
consumer knowledge and use of the health care system to personal 
characteristics that may be associated with behavioral change. More 
specific objectives were studied dealing with the consumer’s 
relationship with the health care system as viewed from broad classes 
of information.
Numerical raw scores for consumer knowledge and use were 
developed by assigning points to appropriate knowledge and use 
responses given by the respondents to different questions within 
the classes of information being observed. The data collected and 
interpreted into knowledge and use scores were the dependent 
variables studied. These variables were compared to the selected 
personal characteristics to test for relationships.
It was observed that knowledge and use of the health care 
system were closely interrelated. A high level of knowledge of 
the health care system was found to have a positive relationship 
on the overall use made of the system.
Other findings indicated that there are numerous inter­
relationships existing between all other variables that were 
investigated. Statistically significant relationships were found 
between knowledge of the health care system and place of residence,
xii
age, education, occupation, income and organizational participation.
Supplemental information was gathered concerning local entry 
points used by the consumer in gaining access into the major health 
provider institutions and the use made by the consumer of 
supplemental and/or related health organizations that provide 
information and/or specialized services. Consumer attitudes 
regarding use of the health care system and the persons and 
organizations depended on as sources of health information, 
training and treatment was observed.
In terms of the criteria used to evaluate consumer knowledge 
and use of the health care system, it was concluded that there was 
a considerable degree of variability among consumers in both the 
knowledge and use levels of the system.
Various innovative educational programs are therefore 
called for which will provide learning opportunities and 
experiences for the consumer whereby his knowledge of the 




STATEMENT OF THE PROBLEM
I. INTRODUCTION
Within the last several years, increased attention on the 
national level has been directed toward health care problems. Not 
only have the problems of health care delivery, manpower, 
financing, and quality been brought to the forefront, but it is 
of particular interest that the problem of health education is 
now being more carefully considered and studied. It is this part 
of the problem, health education, with which this study is 
concerned .
More attention and emphasis is now being directed toward 
health education at various levels because it is now predicted 
that the individual must assume a larger responsibility in 
making decisions which in effect will help to improve overall 
personal health maintenance. If the individual is to assume more 
of this responsibility, his general knowledge of health 
information and health facilities and services must be improved.
1
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The current focus and attention for health education is 
concerned not only with supplying information about health, but 
the kind of information which will ultimately enable the consumer 
of health care to make better decisions on matters affecting 
his health. This calls for a type of health education program 
which will motivate the consumer of health care to make changes 
in his behavior; changes whereby he will become better equipped to 
make more responsible decisions and take appropriate actions in 
helping to meet his health care needs and solve his health care 
problems (25» p . l ) .
II. THE PROBLEM
Consumer health education efforts in Louisiana have been 
fragmented and piecemeal. Numerous agencies and organizations 
have provided different kinds of consumer health educational 
activities and information, but generally these programs have 
been limited to special health problems and health care services, 
and dealt with selected topics of information. There were no 
programs which could specifically be identified or described as 
primarily being devoted to consumer health education.
As a response to the need for consumer health education in 
Louisiana, in the summer of 1972, the Louisiana Cooperative 
Extension Service launched a pilot educational program called the 
Capitol Area Consumer Health Education Program. The general 
purpose was to improve health education for consumers. The program
3
was designed basically as a demonstrational project with emphasis 
on testing the efficiency and effectiveness of models for achieving 
educational changes in people in relation to health knowledge 
and practices, and the use of the health care delivery system.
More specifically, the program objectives were the following:
1. To determine if significant changes could be made 
in the behavior of people with respect to health 
knowledge and practices and the use of the health 
care system through a consumer health education 
program.
2. To determine the feasability of a coordinated, 
cooperative effort in consumer health education 
by several different agencies and institutions
( 42).
The program was financed by a grant from the Department of 
Health, Education, and Welfare which was administered through 
Louisiana Regional Medical Program. It was designed as a joint 
project of three divisions of Louisiana State University (the 
Cooperative Extension Service, the Division of Continuing Education 
in Baton Rouge, and the Medical School in New Orleans) and two 
State Departments (the Louisiana Department of Hospitals, and 
the State Board of Health).
The program was designed to include the geographical area 
served by Earl K. Long Memorial Hospital and was operated out of 
that Institution. The parishes of Ascension, East and West 
Baton Rouge, East and West Feliciana, Iberville, Pointe Coupee 
and part of Livingston became the target area kncwn as the Capitol 
Area Subregion.
4
Numerous segments of the population were to be reached; 
however, the basic groups on which emphasis would be placed were 
lcwrlncome families and the general public.
III. PURPOSE OF THE STUDY
The evaluation of the Capitol Area Consumer Health Education 
Program was to be designed around the basic program objectives.
It is believed that increased knowledge and information about 
the health care system would make it easier for the consumer 
of health care to find access into the system.
This study was designed to be a part of the benchmark 
evaluation. It deals with that part of the basic test used to 
determine the level of knowledge the consumer had about the health 
care system, and the usage made by the consumer of the system. It
was planned that this benchmark data would help serve as the basis 
for determining the educational program related to the use of 
the health care system.
The major purpose of the study was to determine if there 
were any relevant consumer characteristics which are significant 
factors that contribute to consumer knowledge and use of the 
health care system. Thus, the important components of behavior 
for the purposes of this study are both knowledge and use.
5
IV. OBJECTIVES OF THE STUDY
The ma.1 or general objective of the study was to compare 
consumer knowledge and use of the health care system to 
relevant personal characteristics that can be associated with 
behavioral change. In doing so, the component parts of 
knowledge and use would necessarily have to be more closely 
observed.
In order to reach the major objective, the investigation 
was developed in a manner that would seek out what the consumer 
knew about the system and what established practices were 
exhibited by the consumer in using the system. To accomplish 
these tasks, the study had the following specific objectives;
1. To determine the extent to which the consumer sought 
health care information and training for health 
maintenance.
2. To determine what persons and what organizations the 
consumer went to for health care information and 
services.
3. To determine the knowledge the consumer had of 
selected component parts of the system which provide 
special services and the extent to which these services 
were used by the consumer.
To determine the extent to which the consumer sought 
assistance when illness was present and which entry 
points into the system were used for treatment.
To determine from whom the consumer had learned 
about the points of entry into the system that were 
used.
To determine what organizations, agencies and 
institutions were viewed by the consumer as being most 
useful in providing health care needs, and what services 
were received.
To determine the value placed by the consumer on 




The demand for additional health care facilities and services 
has been rapidly rising in the United States. Numerous studies 
have indicated that there are shortages of health care personnel in 
all categories throughout the nation. Combined, the growing need 
for additional facilities and services and the increased need for 
additional health care personnel have become a major problem.
The problem becomes even more complex due to the uneven distribution 
of both health care services and personnel throughout the 
country. More and more we have witnessed a health care system that 
has become overburdened with patients.
Many of the problems confronted by the health care delivery 
system could be relieved to some extent if more efficient and 
effective methods for the utilization of services and personnel 
could be developed.
Health is defined by The World Health Organization as "a 
state of complete physical, mental, and social well being and not 
merely the absence of disease or infirmity"(5, p. 34).
7
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Jones (9, pp. 6 , 8) states that "the health professions 
until recently have given little attention to health as a 
positive concept." This statement was made in regard to his 
feeling that currently interest is being directed toward health 
maintenance as contrasted to the previous traditional focus on 
disease and disease prevention.
Health education is a process whereby changes are made in the 
health knowledge and attitudes of people and are expressed in 
the form of changes in health practices. Motivation, communication, 
and decision-making are involved in the process. In planning 
health education, considerations must be given to the relevant 
knowledge and attitudes of the persons whose health behaviors 
are to be changed. The primary goal of health education is to 
place more responsibility on the individual for making rational 
decisions about the choices he selects in achieving a state of 
health.
The President's Committee on Health Education defines
the concept of health education in the following manner:
"Health education" is a process that bridges the 
gap between health information and health practices. 
Health education motivates the person to take the 
information and do something with it - to keep 
himself healthier by avoiding actions that are 
harmful and by forming habits that are beneficial 
(25, p. 17).
9
The report further explains the scope of health education
for the public as follows:
Consumer health education - embraces those 
processes of communication and education 
which help each individual to learn how to 
achieve and maintain a reasonable level of 
health appropriate to his particular needs 
and interests, and to be motivated to follow 
personal and community health practices which 
contribute to his state of health and well­
being - a positive concept going well beyond 
the mere absence of disease or infirmity (25, 
p. 13).
In discussing health needs and suggestions for improving health 
services in the South, Aycock (26, p. 11) felt that a more 
effective utilization of health personnel would ultimately reduce 
manpower shortages and thus provide more personnel for existing and 
new health services. He further indicated the importance of 
continually evaluating health manpower use and making necessary 
changes in the health care system if communities are to have the 
many kinds of health personnel desired in terms of numbers and skills 
required. In discussing the problem of utilization of health 
services Aycock further states:
A person must become aware of his individual 
needs and those of his community before he can 
become motivated to do something about them. He 
must also be aware of the health care opportunities 
available to him. Agencies which provide services 
for low-income persons have long been concerned 
with the difficulties of stimulating potential' 
beneficiaries to seek out and accept the available 
health services. Improved methods of communication 
and delivery of services so that many present 
barriers are overcome will enhance utilization, but 
techniques which will motivate all persons who need 
these services to seek them still need to be 
developed (26, p. 12).
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Some Improvements in the utilization of the health care 
delivery system can be accomplished by providing the consumer 
with a more clearly visible and easily accessible health care 
system. One of the methods suggested by Aycock for accomplishing 
this task is described in the following manner:
One area which is relatively untapped is that 
of recruiting people from the disadvantaged 
population and helping them to participate in the 
health services delivery system. As part of the 
community and accepted from the beginning, these 
people have greater access to many of the families 
and individuals needing health services. Also, 
coming from the disadvantaged community, they 
have first-hand knowledge of and understanding of 
the problems and barriers that prevent the individual 
from seeking health services. Several agencies and 
programs have made a beginning in recruiting, 
training, and employing individuals from the 
poverty communities, developing them as outreach 
workers in the health system.
These outreach workers are a positive 
demonstration that the health agency does care 
about the individual who needs health services 
and wants to make the services available to him
(26, p. 12).
In a report prepared by the President’s Committee on Health 
Education, emphasis was placed on "how deplorably this country is 
neglecting a vast opportunity to help people help themselves to 
have better health." The report indicates that "unfortunately, 
the important, and often crucial role the individual can play in 
maintaining his own health has rarely been clearly explained or 
adequately dramatized." Findings of the committee indicate that 
consumer health education has been neglected and that programs 
supporting such educational efforts "are fragmented, uneven in
11
effectiveness and lacks any base of operations. No agency Inside 
or outside the government Is either responsible for, or even 
assists in setting goals, maintaining criteria of performance or 
measuring results 11 (25, p. 11).
There is a vital need for innovative approaches in consumer 
health education work calling for experimentation in different 
kinds of educational efforts. Old stereotyped programs which 
generally focused on specific age groups, "must be structured to 
reflect the cultural mores of each population group being 
approached" (25, p. 11).
The Cooperative Extension Service is one of the many public 
agencies that is concerned about providing educational programs 
for the consumer that are planned to bring about changes in the 
behavior of people. In doing so, the Extension Service has 
executed various educational programs aimed at disadvantaged 
audiences with the overall goal being that of helping the ethnically 
alienated learn to participate to a larger extent in the mainstream 
of society.
In order to more adequately meet this challenge, Extension 
has made changes in both staff development training activities 
and in the assignment of staff responsibilities. Evidence of 
Extension’s dedication to helping the disadvantaged has been 
witnessed through special educational efforts in quality of living
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and social and economic development programs. Special emphasis 
has been placed on designing programs that not only involve the 
disadvantaged but also provide them with a better opportunity for 
increased participation and the development of leadership 
capabilities. Expanded efforts have been made by Extension to 
reach minority groups by employing subprofessional aides from this 
target population. The subprofessionals are provided the 
necessary training in subject-matter information and the develop­
ment of skills whereby they can effectively make a contribution 
to disadvantaged groups through planned educational activities (14).
The optimum development of the individual is the overall 
goal of Extension's quality of living programs. More specifically 
the goals "are to increase individual knowledge of sources of 
assistance; to use effectively the variety of resources available; 
to integrate personal and family resources into community 
services needed; to acquire effective techniques; and to develop 
concerted group action" (14, pp. 61-62). These goals can easily 
be interpreted to describe the responsibility which Extension 
shares with other organizations for providing consumer health 
education programs.
Quality of living programs emphasize that in order for the 
consumers to increase their skills in selecting community services, 
they must become more fully aware of the existing services 
available to them, learn to apply decision making steps for using 
the sources, and appreciate the value of services as related to 
maximizing individual family resources (18, pp. 14-15).
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These skills are needed to effectively maximize the consumer's 
family health maintenance practices as they relate to the knowledge 
and use of health care facilities and services available within 
the community.
In a report which highlights the findings of a national 
survey of Extension health education work (34), it was revealed 
that there was mutual concern expressed by State Extension 
Services in regard to the problem of the public's general apathy, 
indifference and lack of appreciation for preventive health 
measures. Other areas of concern dealt with a complex of problems 
relating directly to a lack of medical, dental, or mental health 
care in regard to facilities and services. It was felt that some 
of these problems and needs served as barriers in conducting 
health educational programs, but at the same time they reflect a 
need for more information and understanding among Extension's 
clientele. In looking at Extension's role in health work, the 
following list indicated items of administrative acceptance for 
work in the health field in the following order:
1. Helping people study and analyze local situations 
and develop plans to solve problems (i.e., program 
development process)
2. Cooperating with health agencies and organizations 
(to achieve improved health for rural people)
3. Providing information to help people identify, 
understand, and use available health services
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4. Assistance in organizing to obtain necessary 
services
5. Disseminating current health information from 
authoritative sources (34, p. 2)
It was reported at that time that ninety per cent or more of 
the states were emphasizing the role of providing program content 
on health information and practices as well as information about 
health facilities and services. Seventy per cent of the states 
were providing assistance on how to obtain needed health 
facilities. Extension personnel have made considerable use of 
existing sources of information on health topics from public health 
agencies, the American Medical Association, Medical Societies, 
health foundations, health Insurance groups, and individual doctors, 
nurses and other health workers. Extension personnel have also 
cooperated with these and other groups in planning programs and 
conducting activities in the field of health education work 
(34, pp. 6-8).
In a Louisiana Capitol Area Health Planning Council study 
(23, pp. 223-225) conducted in a seven parish area in Southeast 
Louisiana, professional and allied-health personnel were surveyed 
regarding consumer health education needs. Eighty-nine per cent 
expressed that there was a need in their community for consumer 
health education programs. Nurses highly recommended that 
consumer health education programs be developed.
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Health care facilities and services available and how to 
use them was by far the most frequent suggestion mentioned as 
a topic of information that should be included in consumer health 
education efforts. Population groups viewed as most needing 
consumer health education programs were low-income families, 
teenagers, the elderly, young marrleds, and the rural.
In the same study, it was reported that Extension Service 
Home Demonstration Agents also thought priority should be given 
to health care facilities and services as a topic of information 
to be included in health education programs.
Consumers were used to help identify health education needs 
in a project investigating the potential for Extension consumer 
health work in Wisconsin. General information regarding the 
health care system was found to rank high as a priority health 
need (27).
The School Health Education Study (6) shows evidence that 
the current trend for designing health education is being 
planned more closely around human factors related to learning, 
motivation, and attitudes. The study is an extremely well 
planned guide for health curriculum development. A complete 
framework was developed for learning experiences for different 
grade levels with reinforcement built on past experiences. The 
curriculum presents a knowledge base developed from the physical, 
biological, and medical fields and suggests application based on 
behavioral science concepts.
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The concepts "Utilization of health information, products, 
and services is guided by values and perceptions," (6, pp. 78-81) 
and "Protection and promotion of health is an individual, 
community, and international responsibility," (6, pp. 48-51), 
lend valuable suggestions for planning consumer health education 
programs designed to increase individual knowledge of health care 
facilities and services.
Emphasis has also been placed on very similar health 
education concepts in the works of Johns (8) and Health Education 
International (7).
Health education efforts should be directed toward particular 
groups of consumers in helping to solve community health 
problems. Ethnic and minority groups need a faster and cheaper 
access into the overall health care system. Therefore, 
education is called for which meets the dual challenge of 
"educating those citizens to follow desirable health practices 
and developing their ability to find and use the often bewildering 
array of services that is available" (25, p. 15).
The health delivery system is not meeting the needs of the 
medically indigent primarily because these persons do not 
recognize the services that are available and they do not possess 
the psychological predisposition to seek out the assistance 
needed with health care problems. Due to economic pressures for 
earning a living and a lack of transportation, they often neglect 
seeking medical help (20, p. 128).
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In discussing the pattern of health care delivery, Jones 
(9, p. 156) believes that in many cases the health care system in 
general is poorly organized due to a lack of coordination and 
cooperation among various segments. The health care system 
has been developed in a pragmatic manner and to a large extent 
by voluntary decisions made on the part of both providers and 
consumers.
There is no single pathway to obtain health care. The general 
"portals of entry into the health care system are physicians' 
private offices, including partnership facilities, professional or 
private clinics, a variety of health centers, and out-patient 
departments of hospitals. Voluntary health agencies play a large 
role not only in diagnosis and treatment but also in case 
finding" (9, p. 156). When diagnosis requires extensive treatment 
referrals are made to other provider services.
There is a line of drift in using the health care system 
established on the basis of the simple to the more complex 
problems of diagnosis and treatment. Volunteer health 
organizations and public health agencies play an important role 
in supplementing other health services within the community.
Other important health related services are available from 
numerous local agencies and organizations (1, pp. 318, 496).
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In an Economic Research Service Report (16, pp. 1, 16) 
which compared national statistics on the availability and use of 
health services throughout the country it was reported that 
increased medical expenses are found to rise as income and 
education increase. Families in urban areas were found to spend 
more on medical costs and made greater use of specialists than 
rural residents. Optometrists were used uniformly by both rural 
and urban families. Chiropractors, however, were used more by 
rural families. In comparisons among rural families it was 
reported that persons in agriculture, even though they had lower 
family incomes than their non-farm neighbors, spent more on 
medical costs.
In a national study on health practices and opinions, it 
was reported that people who are susceptable to fraudulent 
claims and practices of health care are victimized numerous 
times with different type of services or products. These 
people were found not only to be susceptible to unethical 
practices but also to medicine advertising and medical claims. 
Susceptibles were found to have lower levels of education (15, 
pp. 280, 250, 248).
Research conducted by Chapman (37) in analyzing the health 
delivery system in East Baton Rouge Parish observed the system 
in terms of demographic, economic and medical-technical factors.
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The major Indicators of need considered were percentage of 
occupancy of hospitals and nursing homes and an evaluation of the 
ability of other agencies to adequately service individuals who 
apply for help. He observed that the better educated tended to be 
more health conscious and made use of more specialized services.
It was generally concluded that the parish health provider system 
adequately meets the medical needs of the community.
Abernathy (33) developed a profile of the health resources of 
East Baton Rouge Parish in the form of an overview of health 
facilities, available health manpower, and the kinds of health 
services available. Comparisons were made to health status 
measures. This study also concluded that generally the parish 
health delivery system is meeting the health-associated needs of 
the population and that more diversified health services are being 
developed to meet the increasing health care demands.
Archer (35) conducted a study to assess the services, resources, 
and needs of agencies funded by Capitol Area United Givers, many 
of which are health service agencies. Consumers who had used the 
health service agencies were found to be generally satisfied with 
the services obtained, felt the agencies were doing what they 
should, and thought they were conveniently located. The study 
reported that more community exposure was needed regarding the 
services of the agencies.
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Educational approaches are effective methods to be employed 
in helping solve health problems. An attempt was made to 
review some of the current methods of consumer health education 
that were being used.
New dimensions in consumer health education work have been 
explored in Maryland by the Cooperative Extension Service. One 
program, a demonstrational project conducted at a community 
pediatric center in Baltimore is designed to test the 
effectiveness of helping youth develop a favorable health 
knowledge, attitude, and behavior in relation to services 
provided by the clinic. Other cooperative relationships have 
been developed whereby Extension assists other organizations by 
supplying subject matter information and teaching techniques in 
health related fields. Programs have also been developed with 
community hospitals in launching educational activities to 
orient consumers with the health care system and patient 
education (30).
A pilot educational effort was conducted in three West 
Virginia rural disadvantaged communities to provide citizens with 
basic information about health practices and home nursing care 
through educational classes. In addition, community health 
discussion groups were held related to disease prevention and 
treatment. The health classes were found to generate positive 
responses among the residents and those persons after attending 
health discussions were found to have a higher knowledge level of 
basic health concepts than non-participants (22).
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An innovative research and development project has been 
undertaken by the University of Southern California for providing 
information to Los Angeles County consumers on health care 
facilities and services. The program is attempting to supply 
current data to health providers about sources of health care that 
would be useful to consumers served by the providers. Consumers 
will be able to gain more assistance in contacting appropriate 
sources of health care information and services through this 
referral program (29).
Jones (38) evaluated the effects of a consumer health 
education effort designed for youth in the form of a dental- 
hygiene demonstration. Measurements were made before the 
learning experience and one month later. Favorable improvements 
were observed in dental behavior related to the type of toothpaste 
used and the frequency of brushing and cleaning teeth.
Conclusions suggested that more favorable behaviors could be 
obtained by providing reinforcement over an extended period.
Lambert (40), Lyons (41) and Klein (39) developed instruments 
for testing health knowledge. In most instances, the health 
concepts tested by these researchers were related to scientific 
health concepts rather than concepts dealing with facilities 
and services of the health care system.
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Lambert found that adult consumers of health care who 
participated in educational courses and programs tended to score 
higher on health knowledge. Participation in educational 
programs was also found to be related to socioeconomic status.
Lyons devised a test for determining the health knowledge of 
a specific student level, the fifth grade, due to the belief that 
standardized tests for more than one elementary level do not 
adequately appriase health knowledge achievement.
Klein devised a health knowledge test for liberal arts 
students of today. In associated midwestern colleges, it was 
found that significant differences in health knowledge existed 
between the mean scores of sophomore women and men, and between 
sophomore women and freshmen women. Students were reported to 
have improved significantly in health knowledge and understanding 
after participating in a health education course.
Though there was much general information gained from 
reviewing literature, it was a disappointment to find that so little 
had been published on health education activities related to 
consumer knowledge and use of the health care system. Though 
health educators have been involved in consumer health education 
programs, there has been little documentation of what has been 
learned or accomplished. The general information available about 
specific health care services was not of much value in determining
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consumer use levels of health resources in general in that 
standards could not easily be applied. The review did however 
prove to be useful in helping to determine the overall structure 
for the basic sections of the interview instrument and the 
classes of information that were investigated.
CHAPTER III 
RESEARCH DESIGN
I . THE RESPONDENTS
The respondents for this study represent one of the basic 
target audiences of the Capitol Area Consumer Health Education 
Program, low-income families. For this phase of the program, all 
families were located in low-income neighborhoods in East and West 
Baton Rouge Parishes. This study represents all low-income 
families who were enrolled in the program by the four sub­
professional aides working in East and West Baton Rouge Parishes. 
The primary respondent was the female head of household. The 
total population for this study was 228.
The initial contacts made by the program aide with the 
respondents were aimed at explaining the purposes of the program 
and to offer them an opportunity to enroll. Shortly after 
enrolling, the aide made another visit to the respondent to 
conduct the survey before any phase of the educational program 
was begun.
II. THE INTERVIEW SCHEDULE
The interview schedule was designed primarily to test the 
consumer’s knowledge and use of the health care system. (A copy is 
included in the Appendix.) The data collected and interpreted
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into knowledge and use scores, are the dependent variables 
studied. Other common characteristics which were measured and 
included as the independent variables were the following: place
of residence, race, respondent's religion, respondent's age, 
respondent's education, respondent's occupation, family income 
for the year, the number of members in the family, and membership 
in organizations for both the respondent and/or spouse. The data 
for the independent variables were more easily obtained in the 
beginning section of the schedule.
It was more difficult to develop the schedule for testing 
the consumer's knowledge and use of the health care system, 
because in most instances the two become very closely inter­
related. The most practical design for securing these data was 
to develop this part of the schedule into sections whereby an 
analysis for both knowledge and use could be obtained jointly 
from broad general classifications of health care information and 
services.
The major reason for using this general approach was the 
belief that more accurate and meaningful data for both knowledge 
and use could be obtained from the respondents if individual areas 
were to be considered one at a time. The other reasons 
supporting this type of schedule design were related to aiding 
the respondent with thought processes whereby more complete 
information would be gained for the different basic classifications 
under consideration, to assist the interviewer by making the
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schedule easier to administer, and to prevent the schedule from 
becoming too lengthy. Therefore, some parts are more heavily 
weighted to knowledge and others to use even though both were 
being tested almost simultaneously throughout the schedule and 
in most of the inquiries.
After pretesting the schedule, several changes were made in 
the final draft so that the questions would form a frame of 
reference that could be more easily understood by the respondents. 
The aides who were to administer the schedule were given 
training on interviewing and provided practice sessions in order 
to develop skills in using the instrument.
The General Rationale Employed
As an overview describing how the analysis was made for both 
knowledge and use, Part II of the schedule was designed to 
reflect major classifications of data in the different schedule 
sections. The first section was designed to determine how often 
the consumer sought information, education or training, and 
treatment in regard to solving either minor or serious health 
problems; and, to find out who the respondent went to for this 
assistance. Also, in this section an attempt was made to 
determine what the consumer knew about organizations which 
provided health maintenance information and to what extent the 
consumer had used the sources named.
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The second section was designed primarily to find out what 
entry points were used by the respondent and family members to gain 
access into the health care system when an illness was present.
This section was set up as a screen, first starting with a recent 
illness, and from that point on guiding the respondent through 
the following steps for each illness reported: (1) who was ill?
(2) the nature of the illness, (3) the seriousness, (4) the 
action taken, (5) the person contacted, (6) the organization 
contacted, (7) the source of information for the contact made, 
and (8) the attitude regarding the assistance received.
In the third section a similar screen was developed to Lest 
the consumer's knowledge and use of a variety of selected 
organizations and agencies that provide either supplementary or 
specialized services in the form of information and/or treatment. 
For each organization listed in this phase of the inquiry, 
consumer data was to be obtained regarding the following:
(1) awareness of the organization, (2) knowledge of services 
provided, (3) use of the organization, (4) the assistance 
received and, later (5) the general attitude regarding the 
assistance received. This section also dealt with finding out 
which organizations the consumer valued as being most useful in 
providing health care information and/or services.
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The last two sections of the schedule were focused on two 
other classifications of data: (1) the use made by the
consumer of mass media sources for health care information, and
(2) consumer knowledge of selected specialist responsibility, 
consumer use of these specialists, and the sources of 
reference used to contact these specialists.
III. TESTING FOR KNOWLEDGE OF THE HEALTH CARE SYSTEM
Measuring knowledge for the purposes of this study was rather 
subjective in nature due to the efforts made to produce a 
schedule that was simple and uncomplicated. The instrument was 
designed to be more in agreement with what could be expected 
from low-income respondents concerning their level of consumer 
health education concepts dealing with knowledge about health 
care facilities and services. The study was not designed to 
test all types of concepts dealing with consumer health education 
about the knowledge of health care facilities and services, i.e. 
health insurance.
The goal was to develop a non-technical instrument from which 
a numerical raw score for the respondent's knowledge of the system 
could be established. This was accomplished by assigning a 
point for each correct response made to questions about different 
classes of information being sought. The component parts which 
were used to determine the knowledge score were the following:
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1. The number of acceptable health care information 
sources named.
2. The number of times the respondent knew the kind of 
information that was available from sources named.
3. The number of health care organizations of which the 
respondent was aware.
4. The number of correct responses given for knowledge of 
services provided by health care organizations.
5. The number of times the respondent knew what selected 
specialists did.
Casual observation of the above components used to 
establish the knowledge scores would indicate that the score was 
primarily determined at the lower level of Bloom's hierarchial 
arrangement of cognitive abilities (2 , p. 18). The abilities as 
identified by Bloom are knowledge, comprehension, application, 
analysis, synthesis, and evaluation. The tests applied in this 
study were made primarily at the first level, knowledge, with 
emphasis placed on remembering and recall. It should be pointed 
out, however, that the cognitive abilities and responses required 
of the respondent in relation to the factors under investigation 
would require some activity at the comprehension and application 
levels. By this, it is meant that the respondent would also 
exhibit some understanding of the information or services 
available from health care personnel or organizations.
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Further, the respondent would be making an application by 
giving the correct or appropriate abstraction of ideas 
(information) and linking them to the appropriate sources even 
though no requirements at this point are made to put the ideas 
into use. The investigation would barely touch on the Level of 
analysis, and this is mentioned only because the respondent 
would be taking constituent parts of information (services) and 
organizing them to fit related parts (organizations and agencies).
Due to the subjective approach used for the sludy, no
attempt was made to assign a qualitative score based on the levels
of knowledge exhibited. The respondent's level of knowledge may 
actually lie at different progressive levels for each item under 
investigation. The screen used was not designed to be fine 
enough to make qualitative judgements concerning appropriate Levels 
of knowledge.
IV. TESTING FOR USE OF THE HEALTH CARE SYSTEM
The use of the health care system and its component parts
was much easier to measure than was knowledge. Basically, the
test for use was designed with the major focus being placed on 
the consumer's participation in the health care system. Use of 
the system was recorded throughout the interview schedule and a 
numerical raw score was developed for overall use. Points 
were assigned for use based on the following criteria:
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1. A value for the extent to which the respondent sought 
health information.
2. A value for the extent to which the respondent sought 
health education or training.
3. A value for the extent to which the respondent sought 
health treatment.
4. The number of times the respondent used acceptable 
sources of information named.
5. Participation in educational classes for health 
information.
6 . The number of times the persons contacted for an 
illness were part of the health care system.
7. The number of times health provider organizations 
were contacted to assist with an illness.
8 . The number of times supplementary or specialized 
organizational services were used for health care.
9. The number of times specialists were used for health 
care assistance.
The above components used to establish the score for use 
would indicate that emphasis was placed on the extent to which the 
consumer made it a practice to depend on the health care system 
for information, advice, education and treatment.
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Leagens and Loomis ( 10, p. 131) in discussing the adoption 
process indicate that it requires individuals to seek out 
information and start using the idea being considered. The 
acceptance of a practice is a complex process which involves a 
sequence of thoughts and actions. Decisions related to the 
actions taken develop over a period of time and are usually made 
after numerous contacts with information sources. The process 
moves through the following stages: awareness, interest,
evaluation, trial and adoption. It must be kept in mind that the 
method used for scoring was not designed to differentiate the 
above stages, because the consumer could be located at different 
stages of acceptance for different component parts of the overall 
system at any point in time. Neither were points given to 
reflect these levels of practice.
Therefore, the schedule was designed whereby different parts 
of the system were grouped into broad classes so that 
observations could then be made about the consumer's general 
participation in using the overall system.
Points were assigned for use of the system parts within the
classes and the total points for all classes indicate the level
/
of adoption which the consumer and/or family members had 
practiced using the health care system in general.
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It should be noted that just because some services or parts 
of the health care system have previously been used, complete 
adoption for those services cannot necessarily be indicated 
because dissatisfactions may occur and non-use may result, or 
the particular service may be required only one time. The 
difference between consumers in the use or non-use of many of 
the organizations beyond awareness of the organization would also 
be based on individual situations related to needs, attitudes and 
values.
V. THE COMPARISONS THAT WERE MADE
The study was designed primarily to test the knowledge that 
respondents had of the health care system and the use 
respondents made of the system as compared to relevant personal 
characteristics and background information. In doing so, mean 
knowledge and mean use scores were determined from the raw scores 
for every respondent and indicated the general levels of 
knowledge and use of the health care system.
The other factors that were observed and compared to levels 
of knowledge and use were the following:








8 . Number of members in the family
9. Respondent's and/or spouse's organizational participation
The data were analyzed statistically by least squares
regression procedure to determine if any of the above factors were 
significantly related to the respondent's knowledge or use of the 
health care system.
The total sample was 228. However, in the statistical 
procedures used for the above analysis, the data obtained from 
23 respondents was incomplete in regard to one or more of the 
above variables and therefore had to be excluded from the analysis. 
Consequently, the sample size of 205 was eventually used for a 
comparison of the relationships between the dependent and 
independent variables.
Other statistical procedures included an analysis of the 
components used for both knowledge and use scores. Means and 
ranges of the scores for these components were observed. 
Correlations were determined to test the significance of 
relationships between the components of knowledge and/or use 
of the health care system.
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The relationship between overall knowledge and use of the 
health care system was also studied.
For the purposes of this study, findings were reported to be 
statistically significant at the .25 level or above. The levels 
of significance obtained in the several relationships were 
indicated as observed.
In addition to the above comparisons which are reported in 
Chapter IV, the data was analyzed in Chapter V to describe other 
relationships which the consumer had with the health care system 
such as the persons or organizations contacted for assistance in 
providing health care information, training and treatment, and 
the frequency of contacts made with the system.
CHAPTER IV
CONSUMER KNOWLEDGE AND USE OF THE HEALTH CARE SYSTEM
The Relationship Between Knowledge and Use
It was found that a positive relationship existed between 
respondents' knowledge of the health care system and use of the 
system. The correlation coefficient of 0.43 was statistically 
significant at the .0001 level indicating that as overall 
knowledge of the health care system increased, so did the 
overall use of the system. The analysis confirmed the 
expectation that knowledge of the health care system would tend 
to significantly influence greater use of the system.
Components of Knowledge of the Health Care System
The means and ranges of scores for the components of knowledge 
of the health care system are given in Table I. The table also 
presents the relationship between the components and overall 
knowledge in terms of correlation coefficients. The overall mean 
for consumers' knowledge of the system was 21.85. The 




MEANS AND RANGES OF SCORES FOR THE COMPONENTS OF KNOWLEDGE 
AND THE RELATIONSHIP BETWEEN COMPONENTS OF KNOWLEDGE 
AND OVERALL KNOWLEDGE OF THE HEALTH CARE SYSTEM,
FEMALE HEADS OF HOUSEHOLDS, BATON ROUGE AREA, 
LOUISIANA, 1972-73.




Information sources named 0.76 0 .00-8.00 0.42
Acceptable information from 
sources named 0.75 0.00-7.00 0.41
Awareness of provider 
organizations 12.06 1.00-24.00 a / 0.88 -
Knowledge of provider 
organizations 5.91 1.00-19.00 0.85
Knowledge of specialists' 
services 2.80 0 .00-6.00 0.62 ^
Overall 21.85 2.00-46.00
< .0001
Awareness of health care provider organizations and knowledge 
of health care services available from these organizations 
accounted for the greater portion of the overall knowledge score. 
The ranges of scores for awareness of provider organizations was
1.00 to 24.00 with a mean score of 12.06. This indicated that 
respondents in general were aware of about half of the 
organizations being considered. When knowledge of the services
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provided by these organizations was tested, the range of scores 
was from 1.00 to 19.00 with a mean score of 5.91. It was 
observed that respondents knew about services provided for only 
about one-fourth of the provider organizations. Table I indicates 
that high correlations were found for both awareness of the 
organizations (0.88) and knowledge of services provided by the 
organizations (0.85).
When respondents were asked if they knew what kind of work 
selected specialists performed>a total score of six was 
possible. Scores ranged from 0.00 to 6.00 and a good correlation 
of 0.62 was obtained. Respondents on the average knew of the 
work of about half of the specialists as indicated by the mean 
score of 2.80.
The questions on consumer knowledge of sources for health 
care information and the kind of information available were 
open-ended. The range for scores on naming sources of health 
care information was 0.00 to 8.00. Scores ranged from 0.00 
to 7.00 for knowledge of the kinds of information available 
from the sources named. The mean score for naming appropriate 
health information sources was 0.76}and a mean score of 0.75 
was obtained for knowledge of the kinds of information available.
A medium correlation of 0.42 and 0.41 was found to exist for 
these components respectively.
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Components of Use of the Health Care System
Components for use of the health care system along with the 
means and ranges for respondents' scores, and the correlation 
coefficients for the components of use scores can be observed 
in Table II. Use, for the purposes of this study, reveals the 
actual degree of overall consumer participation with different 
parts of the health care system.
The total for individual scores for the components of use 
ranged from 3.00 to 32.00; the overall mean use score was 
found to be 13.85.
A general observation of the mean scores for use of the 
system indicate that the test for use components was fairly 
evenly weighted and not particularly dependent on either of the 
component parts.
High correlations of 0.72 were observed for the component 
tests for respondents and/or family members seeking assistance 
from individuals and organizations in the health care system when 
an illness was reported. The mean scores for these components 
were 2.20 and 2.28 with the consumer scores ranging from 0.00 to
9.00 and 0.00 to 8.00. The test for consumer use of 
supplementary and specialized organizations which provide health 
care information and assistance was also very good. Consumer 
scores for these organizations ranged from 0.00 to 9.00 with an 
overall component mean of 2.29.
40
TABLE II
MEANS AND RANGES OF SCORES FOR THE COMPONENTS OF USE AND THE 
RELATIONSHIP BETWEEN COMPONENTS OF USE AND OVERALL USE OF 
THE HEALTH CARE SYSTEM FOR FEMALE HEADS OF HOUSEHOLDS 
AND FAMILY MEMBERS, BATON ROUGE AREA,
LOUISIANA, 1972-73.




Information sought 2.89 1.00-4.00 0.44 -/
Health education and 
training sought 2.12 1.00-4.00 0.35 '±!
Treatment sought 2.89 1.00-4.00 0.39 ~
Use of organizations 
providing health 
information
0.64 0.00-4.00 0.38 £/
Participated in health 
education classes 0.19 0 .00-1.00 0.29
When ill, sought
assistance from person 
in health care system 2.20 0.00-9.00 0.72 --
When ill, sought assistance 
from organization in 
health care system 2.28 0 .00-8.00 CM•o
No. of supplementary or 
specialized provider 
organizational services 
used 2.29 0.00-9.00 0.53
No. of specialists used 1.40 0 .00-6.00 0.43 ~
Overall 13.85 3.00-32.00
^  P <  .0001
-  P <  .0019
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The component tests of the consumer's degree of activity 
in seeking health information and treatment were both observed 
to have a mean use score of 2.89. The correlation for seeking 
health information was 0.44 and the correlation for seeking 
treatment was 0.39.
The lowest correlation obtained from a component of use was 
that of participating in health education classes. The mean 
score for this component was 0.19 with a correlation of 0.29.
Place of Residence
Forty-seven per cent of the respondents lived in small 
communities, 42 per cent resided in urban areas, and 11 per cent 
were from rural areas as presented in Table III. Place of 
residence was a significant factor at the .23 level of 
significance when related to the respondents' knowledge of 
the health care system. Respondents living in small communities 
exhibited a higher mean knowledge score than did those from 
urban or rural areas. Both urban and rural mean knowledge 
scores were below the overall mean score for knowledge of the 
health care system.
There was no statistically significant relationship between 
place of residence when compared to use of the health care 
delivery system. Mean use scores were also lower for the urban 
group. It was contrary to expectations to find that the urban 
residents exhibited both the lower mean knowledge and mean use scores 
concerning the health care delivery system.
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TABLE III
A COMPARISON OF THE KNOWLEDGE AND USE OF THE HEALTH 
CARE SYSTEM AMONG FEMALE HEADS OF HOUSEHOLDS BY 
PLACE OF RESIDENCE, BATON ROUGE AREA, 
LOUISIANA, 1972-73.
Place of Residence Per Cent 
(N=205)
Mean Knowledge Mean Use
Urban 42 19.90 13.49
Small Community 47 23.91 14.35
Rural 11 20.96 13.96
Total 100 21.89 13.95
df = 2 and 176 F = 1.48 F <  1
P <  .23 N.S.
Race
Table IV indicates that race as a factor had no significant
relationship with either knowledge or use of the health care
system. Eighty-eight per cent of the respondents in the program
were Black as compared to 12 per cent White. Mean knowledge
scores for both races were in the same general range as the 
overall mean knowledge score (21.89), with Blacks slightly higher 
(21.91) than Whites (21.89). On the contrary, the mean use score 
was higher for the White respondents (16.28) than the Black 
respondents (13.62). The overall mean use score was 13.95.
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TABLE IV
A COMPARISON OF THE KNOWLEDGE AND USE OF THE HEALTH 
CARE SYSTEM AMONG FEMALE HEADS OF HOUSEHOLDS 
BY RACE, BATON ROUGE AREA,
LOUISIANA, 1972-73.
Race Per Cent 
(N=205)
Mean Knowledge Mean Use
Black 88 21.91 13.62
White 12 21.80 16.28
Total 100 21.89 13.95
df = 1 and 176 F <  1 F <  1
N.S. N.S.
The trend as reported here is contrary to the overall 
positive relationship found to exist between the consumer 
knowledge and use of the health care system.
Religion
Eighty-four per cent of the respondents were Protestants 
and 14 per cent were Catholics, with two per cent having either 
no religion or classified as having another faith (Table V ) .
The mean scores for both knowledge and use of the health care 
system were both higher for Catholics than for Protestants.
No statistically significant differences were observed between 
the religious factors, however, for either knowledge or use of 
the health care system.
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TABLE V
A COMPARISON OF THE KNOWLEDGE AND USE OF THE HEALTH 
CARE SYSTEM AMONG FEMALE HEADS OF HOUSEHOLDS BY 
RELIGION, BATON ROUGE AREA, LOUISIANA, 
1972-73.
Religion Per Cent Mean Knowledge Mean Use
_ _ _________________ (N=205)____________________
Protestant 84 21.52
Catholic 14 23.55
Other or No Religion*/  2 25.75
Total 100 21.89
df = 2 and 176 F <  1 F <  1
N.S. N.S.
a  /—  1% - no religion, 1% - Christian Scientist
Age
The data with regards to age as a factor of relationship 
between knowledge and use of the health care system are presented 
in Table VI. A highly statistically significant relationship 
was found at the .005 level between respondents' age and 
knowledge of the system. However, no significant relationship 







A COMPARISON OF THE KNOWLEDGE AND USE OF THE HEALTH CARE 
SYSTEM AMONG FEMALE HEADS OF HOUSEHOLDS BY AGE,
BATON ROUGE AREA, LOUISIANA, 19 72-73.
Age Per Cent 
(N=205)
Mean Knowledge Mean Use
Under 21 7 16.00 13.07
21 - 40 47 26.49 14.83
41 - 60 27 19.46 14.00
61 and over 19 16.18 11.97
Total 100 21.89 13.95
df = 3 and 176 F = 4.49 F = 1.12
P <  .005 N.S.
Respondents between 21 and 40 years old had the highest mean
knowledge score (26.49). Forty--seven per cent of the respondents
were in this group. They were the only age group which had a 
mean knowledge level above the overall mean knowledge score (21.89). 
The 41 to 60 year old group had the next highest knowledge level 
(19.46), though this level was below the overall mean.
Respondents in the extreme ends of the age categories, those under 
21 and those 61 and over, had less knowledge of the health care 
system.
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Though there was no statistically significant differences 
for age when compared to use of the system, respondents between 
ages 21 to 40 and 41 to 60 had also made greater use of the 
health care system. Mean use scores were above the overall mean 
use level for both of these age categories.
Education
It was found that the mean scores for knowledge of the health 
care system, as presented in Table VII, progressively increased as 
the level of formal education increased for the respondents. 
Respondents with seven years or more of formal education had a 
mean knowledge score above the overall mean for knowledge. About 
one-fourth or 26 per cent of the respondents had completed less 
than seven years of schooling, and ranked low on knowledge of the 
system. Twenty-two per cent of the respondents had completed 
high school and three per cent had attended college. Respondents 
in both of these categories had the highest mean knowledge scores.
The number of years of formal education completed was 
statistically found to be significant at the .11 level when 




A COMPARISON OF THE KNOWLEDGE AND USE OF THE HEALTH CARE 
SYSTEM AMONG FEMALE HEADS OF HOUSEHOLDS BY EDUCATION, 
BATON ROUGE AREA, LOUISIANA, 1972-73.
Years of 
Formal Education Per Cent 
(N=205)
Mean Knowledge Mean Use
3 or less 6 11.67 11.17
4 - 6 20 15.48 13.18
7 - 8 16 22.55 14.42
Some high school 
completed 33 23.62 14.38
Completed high school 22 26.33 13.54
Some college completed 3 28.00 20.17
Total 100 21.89 13.95




F <  1 
N.S.
When applying the "F" test for significant differences, there
was no statistical significance found between the level of 
formal education as compared to the use made of the health care 
delivery system.
It was only in the categories of 7 to 8 years of education, 
completion of some high school, and completion of some college 
work that the mean use scores were found to be above the average 
mean use of the system.
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The overall trend of knowledge and use of the health care 
system was observed to vary particularly for those respondents 
who had completed high school. Though their knowledge level 
was high, their level of use was low when comparisons were 
made between their mean scores for knowledge and use in 
relation to the scores for respondents in other educational 
categories.
Occupation
A comparison of the respondent's occupation as a factor 
of statistical significance as related to knowledge and use of 
the health care system was observed in Table VIII. Sixty-nine 
per cent of the respondents indicated their primary occupation 
was that of a housewife as compared to 19 per cent who were 
employed outside their home. Of those employed outside their 
home, six per cent were working as domestics and 13 per cent 
were employed in clerical, sales, service and labor oriented 
occupations. Both housewives and those working outside the home 
showed evidence of a higher knowledge level of the health care 
system, (22.06, 26.17 and 26.81, respectively), when compared 
to the overall mean knowledge score (21.89). The same general 
trend was observed in use of the system by these groups when 
the mean use scores were compared to the overall mean use score. 
Those in the other outside employment category, however, made 
less use of the system than did those in the domestic category.
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TABLE VIII
A COMPARISON OF THE KNOWLEDGE AND USE OF THE HEALTH CARE 
SYSTEM AMONG FEMALE HEADS OF HOUSEHOLDS BY 
OCCUPATION, BATON ROUGE AREA,
LOUISIANA, 1972-73.
.  , i  y  ' s s a s s a a s s g j ^ a s i  :  1 i -
Occupation Per Cent 
(N-205)
Mean Knowledge Mean Use
Unemployed or Disabled 4 13.75 9.88
Housewife 69 22.06 14.16
Domestic 6 26.17 15.58
Other Outside 
Employment — ' 13 26.81 14.89
Other y __8 13.47 11.41
Total 100 21.89 13.95
df = 4 and 176 F = 2.02 
P <  .10
F = 2.30 
P <  .06
^Clerical, sales, service, skilled and semi-skilled labor.
—  Retired, welfare and part-time employment.
Occupation was found to be statistically significant factor in 
relation to knowledge of the system at the .10 level of 
significance. Use of the system in relation to occupation was 
found to be even more significant at the .06 level.
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Those employed In clerical, sales, service and labor 
occupations had the highest mean knowledge score (26.81), and 
those working as domestics made greater use of the health care 
system (15.58). The only respondents falling below the overall 
mean for knowledge or use were the unemployed, disabled, 
retired and those on welfare only.
Family Income
Table IX reveals that 74 per cent of the respondents' 
annual family income was $4,000 or less. Family income as a 
statistically significant factor in relation to knowledge of the 
health care system was found to exist at the .16 level of 
significance. Those respondents from families with incomes of 
$2,000 and under represented the only group with an overall 
mean knowledge score (17.35) which was below the overall 
mean score (21.89). The mean knowledge scores of respondents 
were found to increase as family income increased. Only a 
small difference in mean knowledge scores existed for respondents 
when family incomes of $2,001 to $4,000 and $4,001 to $6,000 were 
observed. A large increase in the mean knowledge score of the 
health care system (33.50) was found for those respondents from 
families in the higher income category of $6,001 to $8,000. Only 
five per cent of the respondents were in this group.
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TABLE IX
A COMPARISON OF THE KNOWLEDGE AND USE OF THE HEALTH CARE 
SYSTEM AMONG FEMALE HEADS OF HOUSEHOLDS BY 
FAMILY INCOME, BATON ROUGE AREA,
LOUISIANA, 1972-73.
Family Income Per Cent 
(N=205)
Mean Knowledge Mean Use
$2,000 and under 43 17.35 12.84
$2,001 - $4,000 31 24.44 14.48
$4,001 - $6,000 21 24.68 14.80
$6,001 - $8,000 __5 33.50 16.60
Total 100 21.89 13.95
df = 3 and 176 F = 1.74 F <  1
P <  .16 N.S.
There was no statistically significant differences observed 
for the "F" test when comparing the relationship of family income 
to use of the health care system. However, the levels of use of 
the system was found to increase as family income increased.
The level of system use also increased as the respondents 
knowledge level of the system increased. Again, those in the 
higher income category of $6,001 to $8,000 were found to make 
greater use of the health care system.
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Family Size
The number of members in the family was not found to be of
statistical significance when the "F" test was applied to either
consumers' knowledge or use of the health care system. In 
Table X, it was found that only those respondents with two or 
less family members had a knowledge score below the overall 
mean, and only those with a family size of four or less had 
practiced using the system below the overall mean for use.
This was to be expected since the number of illnesses per
family would normally increase as family size increased.
TABLE X
A COMPARISON OF THE KNOWLEDGE AND USE OF THE HEALTH CARE 
. SYSTEM AMONG FEMALE HEADS OF HOUSEHOLDS BY NUMBER 
OF MEMBERS IN FAMILY, BATON ROUGE AREA,
LOUISIANA, 1972-73.








2 or less 25 16.52 11.98
3 - 4 26 22.98 13.54
5 - 6 26 25.40 15.38
7 - 8 13 22.15 14.26
9 - 1 2 10 22.71 15.67
Total 100 21.89 13.95
df = 4 and 176 F <  1 
N.S.
F <  1 
N.S.
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It was found, however, that both the knowledge level and 
use made of the system was higher than the overall means for 
knowledge and use for respondents from families consisting of 
five to twelve persons. Those with family sizes of seven to 
eight did not use the system as much as did the five to six 
member families. Only families with nine to twelve members had 
a level of use above those families of five to six persons.
Organizational Participation
Respondents were asked to indicate if either they or their 
spouse belonged to clubs (or other organized groups). They were 
also asked questions to determine the extent of participation 
in the organizations indicated so that a participation score 
could be developed. It was observed that 151 or 74 per cent of 
the respondents indicated that neither they nor their spouse 
belonged to any organizations. The degree of participation 
was generally low for the majority of respondents who did belong 
to organizations; therefore, the level of participation was not 
used as a factor of analysis and these respondents were all 
placed in the same category.
There was a highly statistically significant relationship 
existing when the factor of organizational membership was 
compared to both the respondents' knowledge and respondent and 




A  COMPARISON OF THE KNOWLEDGE AND USE OF THE HEALTH CARE 
SYSTEM AMONG RESPONDENTS AND SPOUSES BY ORGANIZATIONAL 
PARTICIPATION, BATON ROUGE AREA,
LOUISIANA, 1972-73.





One or more organizations 
indicated with varied 
degrees of participation
Total







F - 11.83 




F * 15.28 
P <  .0001
For the 26 per cent who indicated participation in 
organizations, there was a .001 level of significance for 
knowledge of the health care system when compared to this factor. 
The significance was found to be even greater at the .0001 level, 
when organizational participation was compared to use of the 
health care delivery system.
CHAPTER V
CONSUMER RELATIONSHIP WITH THE HEALTH CARE SYSTEM
The interview schedule was designed not only to secure data 
for the determination of consumer scores for both knowledge and 
use of the health care system, but also to provide data that 
would make it possible to have a keener observation concerning 
the use made by consumers of selected component parts of the 
health care system and related items. The schedule was 
structured to reflect data in this manner and additional 
questions were included so that specific observations could be 
made.
It is the purpose of this chapter to present a more 
descriptive and detailed analysis of the low-income consumer's 
use of health care personnel and facilities in selected kinds 
of relationships with the health care system. The descriptive 
approach was taken because it permits looking in more detail at 
smaller segments of findings from the study. This should 
provide a clearer understanding of the consumer's use of the 
system parts.
This chapter will therefore present an analysis in more 
detail on the following:
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1. The extent to which consumers sought health 
information, education and treatment.
2. Persons and organizations used for health information, 
training and treatment.
3. The frequency of contacts made with persons and 
organizations in the health care system.
4. The frequency of sources used for information
in contacting component parts of the health care system.
5. The relationship respondents had with organizations 
providing supplementary or specialized health care 
information and/or treatment.
6 . Organizations depended on most by the respondents and 
the type of services received.
7. The number of illnesses reported as compared to the 
extent of assistance sought.
8 . The extent to which health care was needed as related 
to the assistance that was sought.
9. Reasons given for not seeking assistance with health 
care problems.
10. The use of mass media as sources for health care 
information.
Seeking Information, Training and Treatment for Health Care Problems
The extent to which respondents sought health care 
information, training and treatment from others in trying to 
solve health care problems is presented in Table XII. It was
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observed that 30 per cent of the respondents often sought health 
information and 40 per cent sometimes sought information. A 
surprising 30 per cent seldom or never tried to obtain general 
health information.
TABLE XII
THE EXTENT TO WHICH INFORMATION, EDUCATION OR TRAINING AND 
TREATMENT WAS SOUGHT RELATIVE TO HEALTH CARE PROBLEMS 















Often 30 32 28
Sometimes 40 6 39
Seldom 18 4 26
Never 12 58 7
No response __0 (al __0
Total 100 100 100
(a) Less than .5%.
When asked how often they went to someone to learn how to care 
for an illness or if they participated in health classes, 32 per 
cent reported they often sought this kind of help. In answers to 
another question related to seeking educational assistance with health 
problems, 10 per cent of the respondents reported they had attended
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classes to secure health information. Fifty-eight per cent of 
the respondents reported they never sought health education or 
training from others.
Twenty-eight per cent of the respondents often sought health 
care treatment, but 33 per cent reported they seldom or never 
sought treatment for health problems.
Table XIII reports the persons whom respondents contacted for 
health care information, education or training and treatment. 
Sixty per cent indicated they usually contacted either a 
relative or friend for health care information. A person or 
organization in the health care system was contacted for health 
information by 22 per cent of the respondents with 17 per cent 
contacting doctors.
For health education and training, eight per cent of the 
respondents made contacts within the health care system reporting 
they usually went to a health facility or hospital, doctor or 
health aide.
Eighty-five per cent of the respondents reported they 
usually contacted doctors for health care treatment, though one 
per cent said a relative was contacted for this assistance.
Nine per cent indicated they made direct contact with health 




SOURCES CONTACTED FOR INFORMATION, EDUCATION OR TRAINING, 
AND TREATMENT RELATIVE TO HEALTH CARE PROBLEMS BY 
FEMALE HEADS OF HOUSEHOLDS, BATON ROUGE 
AREA, LOUISIANA, 1972-73.
Education or
Source Relied On Information Training Treatment
No. % ____  No. % No. %
Relative 96 42 3 1 2 1
Friend 42 18 3 1 0 0
Doctor 38 17 5 2 192 85
Health Facility/Hospital/ 
Clinic 11 5 8 4 SJ 20
Neighbor 7 3 0 0 0 0
Health Aide 1 (b) 4 2 0 0
Pharmacist 1 (b) 0 0 1 0
Other — 5 2 3 1 0 0
None 12 6 124 55 3 1
No Response 15 7 78 34 10 4
Total 228 100 228 100 228 100
Medical books, dictionaries and encyclopedias 
— ^Less than .5%
-£/Earl K. Long Memorial Hospital, Louisiana Family Planning 
Program, and Baton Rouge Mental Health Center 
— 'Earl K. Long Memorial Hospital, New Orleans Charity Hospital, 
Parish Health Unit, Baton Rouge Mental Health Center, and 
various private hospitals.
(Footnotes indicate rank order for number of times sources 
were mentioned.)
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The Frequency of Family Illnesses and the Per Cent Seeking 
Health Care Assistance
It can be observed in Table XIV that the number of illnesses 
reported for respondents and/or family members over a one year 
period averaged 2.9. Eighty-four per cent of the families 
reported having one to four illnesses per year. Only 16 per 
cent of the families had from five to eight illnesses per year.
TABLE XIV
THE FREQUENCY OF ILLNESSES REPORTED BY RESPONDENTS AND 
FAMILY MEMBERS OVER A  ONE YEAR PERIOD,
BATON ROUGE AREA, LOUISIANA,
1972-73.
No. of Times Reported Incidence of 
Illness
Number of Illnesses 
Reported
No. % No.
1 32 14 32
2 65 29 130
3 55 24 165
4 38 17 152
5 15 7 75
6 8 3 48
7 3 1 21
8 3 1 24
9 1 (a) 9
No Illness __8 _ a
Total 228 100 656
The average number of illnesses per family was 2.9
~^Less than .5%
61
Respondents, representing the 228 families, revealed in 
answer to other questions that for the 656 illnesses reported 535 
illnesses were thought serious enough to seek help. This 
indicates that 82 per cent were serious enough from the respondents 
point of view to seek assistance. It was further observed that 
only 80 per cent of the time did respondents and/or family members 
go for help when an illness was reported.
Contacts Made to Persons and Organizations for Assistance with 
Illness
Data with regard to how frequently persons in the health care 
system were contacted to assist with an illness during a one-year 
period are presented in Table XV. By far, the majority of 
contacts were made with physicians. One hundred and twenty-one 
respondents indicated contacting a doctor in private practice 
an average of 2.2 times during the year and 105 respondents 
reported using a hospital physician an average of 1.9 times 
during the year. Physicians in private practice were used more 
times than physicians in either private or public hospitals.
Health care personnel in hospitals and clinics were reported 
being used by 24 respondents and/or family members on an average 
of 1.8 times during the year. Seven respondents listed other 
persons for assistance with health care problems an average of
1.6 times during the year. These were pharmacists, dentists,
chiropractors and welfare workers. The majority of contacts were 
made between one and two times per family to health care
personnel during the year.
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TABLE XV
THE FREQUENCY OF CONTACTS MADE FOR ASSISTANCE WITH ILLNESSES 
BY RESPONDENTS AND FAMILY MEMBERS TO HEALTH CARE PERSONNEL 
DURING A ONE-YEAR PERIOD, BATON ROUGE AREA, 
LOUISIANA, 1972-73.
Number and Per Cent Who Contacted















Other —  ̂
No. %
1 time 52 40 50 48 16 67 3 43
2 times 28 23 31 30 5 21 4 57
3 times 20 17 15 14 0 0 0 0
4 times 13 11 6 6 2 8 0 0
5 times 6 5 1 1 0 0 0 0
6-9 times __2 __ 4 2 __1 __1 4 __0 0
Total 121 100 105 100 24 100 7 100
Average No. of 
Times Contacted 2.2 1.9 1.8 1.6
a  /— 'Earl K. Long Memorial Hospital, Louisiana Family Planning 
Program, Parish Health Unit, Baton Rouge Mental Health 
Center, Our Lady of the Lake Hospital, Baton Rouge 
General Hospital and a Veteran's Hospital.
^Pharmacist, Dentist, Chiropractor, Welfare Worker.
(Footnotes indicate rank order for number of times sources 
we re ment ioned.)
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Table XVI presents in summary form the entry points into the 
health care system that were used by respondents and/or family 
members for assistance with illness during a one-year period.
When respondents were asked to name the organization contacted it 
was observed that the larger number of contacts were made with 
physicians in private practice. One hundred and four families 
listed physicians in private practice for an average of 2.3 times 
during the year as the type of contact made when provider 
organizations were under consideration. Thus, private physicians 
were reported by respondents as a key entry point into the health 
care system.
Public/government hospitals were used to a much larger 
extent than were private hospitals. An average of 1.8 visits per 
year were made by 102 families to public hospitals as compared to 
1.3 visits per year being reported by 28 respondents using private 
hospitals. Sixteen families used public clinics for an average 
of 1.1 times during the year and seven families reported contacting 
others for assistance with an illness.
In observing the use made of public/government hospitals, 
it was found that the majority of visits were made to Earl K.
Long Memorial Hospital. Other institutions used included 19 
visits to the New Orleans Charity Hospital, and one visit each 
to Lallie Kemp Charity Hospital, East Louisiana State Hospital 
and Greenwell Springs Tuberculosis Hospital.
TABLE XVI
THE FREQUENCY OF CONTACTS MADE TO HEALTH PROVIDER 
ORGANIZATIONS FOR ASSISTANCE WITH ILLNESS BY 
RESPONDENTS AND FAMILY MEMBERS DURING A 
ONE-YEAR PERIOD, BATON ROUGE 
AREA, LOUISIANA,
1972-73.
Number and Per Cent Who Contacted________
Dr. In Public 
Number of Pvt. Govt. Private Public .
Times Contacted Practice Hospital— ' Hospital— 'Clinic—  Others— '
No. % No. % No. % No. % No. %
1 time 40 38 51 50 21 75 15 94 6 86
2 times 26 25 27 26 5 18 1 6 1 14
3 times 18 17 17 17 2 7 0 0 0 0
4 times 13 13 6 6 0 0 0 0 0 0
5 times 5 5 1 1 0 0 0 0 0 0
6-9 times __2 __ 2 __0 0 __0 __0 _0 __0 _0 __0
Total 104 100 102 100 28 100 16 100 7 100
Average N o . of 
Times Contacted 2.3 1.8 1.3 1.1 1.1
a/— Earl K. Long Memorial Hospital, New Orleans Charity Hospital, 
Lallie Kemp Charity Hospital, East Louisiana State 
Hospital and Greenwell Springs Tuberculosis Hospital.
—  Our Lady of the Lake Hospital, Baton Rouge General Hospital 
and Woman's Hospital. (A total of nine visits were made 
to private hospitals outside the Baton Rouge area in 
Plaquemine, St. Francisville, Monroe, Ville Platte and 
Crosby, Mississippi.)
— ^Baton Rouge Mental Health Center, Louisiana Family Planning 
Program, Parish Health Unit and unidentified children's 
clinics.
— ^Private clinic, Pharmacist, Chiropractor, Welfare Worker and 
Dentist.
(Footnotes indicate rank order for number of times sources were 
mentioned.)
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The number of visits made to private Baton Rouge hospitals 
was in the following rank order for number of times contacted: 
Our Lady of the Lake Hospital, Baton Rouge General Hospital, 
Woman's Hospital and Lane Memorial Hospital. Wine visits were 
made to private hospitals outside the Baton Rouge area in the 
following locations: Plaquemine, St. Francisville, Monroe,
Ville Platte and Crosby, Mississippi.
The Baton Rouge Mental Health Center was reported as the 
most used clinic by respondents. The use of the Louisiana 
Family Planning Program was also included by respondents and 
other visits were made to unspecified children's clinics.
Seven respondents included under others contacted the 
following: private clinics, pharmacists, chiropractors,
dentists and welfare workers.
The frequency of contacts made to Earl K. Long Memorial 
Hospital as reported by respondents and/or family members over a 
one-year period is shewn in Table XVII. This state hospital 
was named as the organization contacted for health care 
assistance when illness was present by 87 or 38 per cent of the 
respondents. They made a total of 184 visits during the year to 
this facility. An average of 2.1 visits per year were made by 
the 87 families. Ninety per cent of the contacts were made on 
the basis of one to three times during the year.
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TABLE XVII
THE FREQUENCY OF CONTACTS MADE TO EARL K. LONG MEMORIAL 
HOSPITAL FOR ASSISTANCE WITH ILLNESS BY RESPONDENTS 
AND FAMILY MEMBERS DURING A ONE-YEAR PERIOD,
BATON ROUGE AREA, LOUISIANA, 1972-73.
No. of Times Contacted
N o . and Per Cent Who Contacted
No. Per Cent
1 time 53 61
2 times 16 19
3 times 9 10
4 times 6 7
5 times 1 1
6-9 times 2 __ 2
Total 87 100
Average Number of Times Contacted 2.1
Attitude Regarding Services Received from Health Care 
Provider Organizations
When respondents were asked if they were satisfied or not 
with the help or assistance they had received from the 
organizations contacted to assist with an illness, 87 per cent 
indicated that they were satisfied. Only 18 respondents or 
eight per cent indicated why they were not satisfied. The 
remaining five per cent of the respondents indicated they were 
dissatisfied, but did not indicate the specific reason. The 
reasons and per cent of responses given for each reason for
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dissatisfactions were: 39 per cent reported they had to wait too
long, 22 per cent said they received the improper kind of 
service, 17 per cent reported they did not get help, ten per cent 
felt they were treated discourteously, six per cent were 
displeased with the high cost of treatment,and six per cent in­
dicated they did not receive medicine or instructions.
Contacts Used as References for Organizations Contacted for 
Assistance with an Illness
Table XVIII reports the frequency of contacts named by 
respondents as their sources for learning about the health care 
organizations they contacted to assist with an illness. Forty- 
five respondents indicated that they had learned about the 
organization contacted from a friend or neighbor and had used 
this person an average of 2.2 times during the year. Forty 
listed a relative as the person who provided this information 
for them an average of 1.5 times annually. It was observed 
that friends, neighbors and relatives were more frequently used 
as sources of information for learning about the health care 
facilities contacted, than were physicians. Physicians were 
reported as the contact source for information by 38 respondents 
for an average of 1.7 times during the year.
TABLE XVIII
THE FREQUENCY OF CONTACTS WHICH WERE NAMED AS SOURCES 
FOR LEARNING ABOUT ORGANIZATIONS CONTACTED BY 


















No. % No. % No. % No. % No. % No. %
1 time 19 42 23 58 24 63 19 66 10 84 2 67
2 times 12 27 12 30 8 21 6 21 1 8 1 33
3 times 5 11 3 8 2 5 1 3 1 8 0 0
4 times 6 13 1 2 3 8 2 7 0 0 0 0
5 times 2 5 1 2 0 0 1 3 0 0 0 0
6-9 times __1 2 J) __0 _1 3 0 __0 JO . 0 _0 __ 0




2.2 1.5 1.7 1.6 1.3 1 .3
Department of Public Welfare, Earl K. Long Memorial
Hospital, Louisiana Family Planning Program, Parish 
Health Unit, Our Lady of the Lake Hospital and 
New Orleans Charity Hospital
( Footnotes indicate rank order for number of times sources were 
mentioned.)
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Personnel in health care facilities and services were 
listed an average of 1.6 times per year as the source used by 
29 respondents. The identity of the persons in the health care 
facilities was not obtained. Twelve of the respondents indicated 
they had learned from mass media sources about the organization 
which they contacted when ill and three respondents had obtained 
this information from fellow workers.
The Department of Public Welfare,identified as the welfare 
worker, was the most frequently named source of information 
when a health facility or organization was named. Seventeen 
respondents named the welfare Worker as the person from whom 
information was gained about health care organizations for 33 
illnesses.
The Extent of Knowledge and Use of Selected Health Care and/or 
Related Organizations
The stages of relationship which respondents had with 
selected area organizations which provide information and/or 
specialized services for assisting the consumers of health care 
are presented in Table XVIX. More than 70 per cent of the 
respondents were aware of the Department of Public Welfare, the 
Parish Health Unit, the Cancer Society, the Red Cross, Volunteers 
of America and the Mental Health Center. Fifty per cent or more 
of the respondents knew of services provided by the Department of 
Public Welfare f the Parish Health Unit and the Red Cross.
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The per cent of respondents was low who knew about volunteer 
health and/or other organizations which provide specialized health 
care information. The knowledge level was also low, as indicated
by the percentage of respondents who knew about related 
organizations which provide health care information and/or 
financial support in the form of money or health care items.
It was also observed that the per cent of respondents who had 
knowledge of the specific services or information that is 
provided by selected supportative or specialized health care 
organizations was generally low. For example, only 16 per cent of 
the respondents knew about services provided by the Alcoholism Out- 
Patient Center and the Tuberculosis Association; only 11 per cent 
had knowledge of services of the Heart Association; only 14 per cent
knew of services provided by the Physical Therapy and 
Rehabilitation Center; and only five per cent knew about services 
of the Cerebral Palsy Center.
Sixty-nine per cent of the respondents had asked for services 
from the Parish Health Unit and 66 per cent had received the 
services asked for. In addition, 20 per cent had used the 
services of the Parish Health Nurse. It is also observed that 
14 per cent of the respondents had received services of the 
Mental Health Center; 9 per cent the Cancer Society; and 8 per 
cent had received help from the Red Cross.
TABLE XIX
THE RELATIONSHIPS WITH SELECTED HEALTH CARE AND RELATED ORGANIZATIONS PROVIDING INFORMATION 
OR SPECIALIZED SERVICES RELATIVE TO THE KNOWLEDGE OF AND USE MADE BY FEMALE HEADS 
OF HOUSEHOLDS, BATON ROUGE AREA, LOUISIANA, 1972-73.
Per Cent &  ~
Organization
Heard About Knew About 
Organization Service Asked For
Provided Service




Dept, of Public Welfare 100
Parish Health Unit 100
Cancer Society 100
Red Cross 100
Volunteers of America 100
Mental Health Center 100
Better Business Bureau 100















































Heard About Knew About
Organization Service Asked For Received
Provided Service Service
(N=228) (N=228) (N=228) (N=228) (N=228)
Council on Alcoholism
and Drug Abuse 100
Heart Association 100
Parish Health Nurse 100
Lions Club 100
The National Foundation












































Cerebral Palsy Center 100 33 5 0 0
VISTA 100 27 5 (b) 0
Visting Homemakers 
Service 100 21 7 2 2
Eden Park Referral Center 100 19 7 3 3
Cooperative Extension 
Service-Home 
Demonstration Agent 100 14 4 3 1
"The Phone" 100 11 6 2 2
—  Beginning with the total respondents (100 per cent), each column from left to right 
represents that proportion of the total at respective stages of relationship to 
each organization.
—  Less than .5%
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Organizations Named as Most Helpful by Respondents and the 
Type of Service Received
Table XX relates the organizations which respondents named 
as being most useful or helpful in providing health care 
information and/or services. The organization listed as most 
helpful by 35 per cent of the respondents was Earl K. Long
Memorial Hospital with 20 per cent of the respondents naming the
Parish Health Unit. It should be noted that respondents also 
listed the Department of Public Welfare, the New Orleans Charity 
Hospital; and, to a lesser degree a variety of local private 
hospitals, volunteer health organizations and civic or 
religious organizations.
Respondents were also asked to list the next organization 
which had been of the most help to them. When these organizations 
were combined with those responses for the organizations, having 
been most useful, it was observed that Earl K. Long Memorial 
Hospital was listed by 22 per cent of the respondents as the most
helpful organization. The Parish Health Unit was listed by
19 per cent of the respondents. Forty-six per cent of the 
respondents did not list a second most helpful organization.
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TABLE XX
ORGANIZATIONS NAMED AS MOST HELPFUL IN PROVIDING HEALTH 
CARE INFORMATION AND/OR SERVICES BY FEMALE HEADS 
OF HOUSEHOLDS, BATON ROUGE AREA, LOUISIANA, 
1972-73.
Number and Per Cent
Specific Organization 




Earl K. Long Hospital 79 35 21 9 100 22
Parish Health Unit 45 20 41 18 86 19
Public Welfare Department 30 13 12 5 42 9
New Orleans Charity 
Hospital 23 10 4 2 27 6
A Local Private 
Hospital 19 8 19 8 38 a/ 8
A Volunteer Health 
Organization 13 6 15 7 28 b/ 6
A Civic Organization 2 1 1 0 3 1
A Religious Organization 2 1 2 1 4 1
Other 10 4 9 4 19 cj 4
No Response __6 __2 104 46 110 24
Total 228 100 228 100 100
Our Lady of the Lake, Baton Rouge General and Lane Memorial.aj
— ^Baton Rouge Mental Health Care, Red Cross, Cancer Society, 
Baton Rouge Physical Therapy and Rehabilitation Center, 
The National Foundation (Arthritis), cripple childrens 
aide and Professional Home Health Services.
c/ Louisiana Family Planning Program, Veteran’s Hospitals, Eden 
Park Referral Center, Hammond State School and private 
doctors.
(Footnotes indicate rank order for number of times sources 
were mentioned.)
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When respondents were asked to name the type of services 
they received from the organizations named as most helpful to 
them with health information or health care services, the 
following was observed. Of the 228 respondents, 82 per cent listed 
medical care or treatment services, 13 per cent listed receipt of 
financial assistance to help with health care problems, 2 per cent 
listed referral or general health care information and the 
remaining 3 per cent gave no response.
Attitude Toward Seeking Health Care When 111; Reasons Given for
Not Seeking Help
The extent to which respondents felt health care was
needed, but did not go for help is presented in Table XXI. It
was found that 31 per cent of the respondents often did not go 
for help when they felt help was needed. Eighteen per cent 
said they occasionally did not go for health care assistance 
when needed. More than half, or 51 per cent, seldom or never 
neglected to go for help when they felt they should.
The reasons given by respondents for not seeking help with 
health care problems can be observed in Table XXII. There were 
187 respondents who replied to the question of why they did not 
seek help. Twenty per cent of the responses given were for 
economic reasons (the lack of funds or the high cost of 
treatment and/or medicine). Eleven per cent reported they lacked
77
TABLE XXI
THE EXTENT TO WHICH FEMALE HEADS OF HOUSEHOLDS FELT 
HEALTH CARE WAS NEEDED WHEN ILL AND ASSISTANCE 
WAS NOT SOUGHT, BATON ROUGE AREA, 
LOUISIANA, 1972-73.
Extent of Seeking 
Help with an Illness
Number
Number







No Response __ 2 __0
Total 228 100
transportation in order to go for help when illnesses was 
present. Twenty-six per cent indicated they had decided the 
illness was not serious enough to seek assistance or they began to 
feel better. For reasons of being afraid or not trusting doctors, 
11 per cent of the respondents did not seek help when ill. Other 
reasons given for not seeking help when ill included not knowing 
where to go, feeling they would have to wait too long for help, 
being too sick to get out, having no help to keep their children 
and using home remedies. Twenty-five per cent of the respondents 
indicated they had no specific reason for not seeking help.
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TABLE XXII
THE REASONS GIVEN FOR NOT SEEKING HELP WITH HEALTH CARE 
PROBLEMS BY FEMALE HEADS OF HOUSEHOLDS, BATON ROUGE 
AREA, LOUISIANA, 1972-73.
Reason Given
Economic (lack of money, high 
cost of treatment or drugs)





Didn't Know Where to Go 
Have to Wait Too Long 
Too Sick to Go Out 
No Help to Keep Children 
Do Not Trust Doctors 
Using Heme Remedies 
Couldn't Get Off from Work 
No Specific Reason 
Total
Number Responding and Per Cent 
















Attitudes Expressed as the Reasons for Not Receiving Help 
From Organizations Contacted
Eighty-five per cent of the respondents stated that they had 
received the help they expected with health care problems from 
the organizations they contacted. Only 8 per cent (19 of 228 
respondents) indicated they had not received the help they 
expected from the organizations for the following reasons: had
to wait too long (8), the service they expected was not 
available (4), the organization did not care or was not 
interested in their problem (4), the respondent did not 
qualify for the service (1), and the respondent was Black (1); 
three who were not satisfied did not respond.
Use of Mass Media for Health Care Information
The extent which respondents had made use of mass media 
sources for general health care information and knowledge about 
the health care system is presented in Table XXIII. For the total 
number of positive responses given by respondents in using mass 
media sources, television was listed in 42 per cent of the 
cases reported. Radio was the next most used source and was 
reported in 26 per cent of the cases recorded. Other sources 
were used in the following order: medical books and dictionaries, 
newspapers, magazines and leaflets and handbills.
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TABLE XXIII
THE USE OF MASS MEDIA SOURCES FOR HEALTH CARE 
INFORMATION AS REPORTED BY FEMALE HEADS OF 
HOUSEHOLDS, BATON ROUGE AREA, 
LOUISIANA, 1972-73.
Mass Media Source







No. % No. %
Television 96 42 64 28
Radio 59 26 23 10
Medical Books and 
Dictionaries 52 23 29 13
Newspapers 40 18 14 6
Magazines 37 16 15 7
Leaflets and 
Handbills 22 10 4 2
No Response 79 34
Total 228 100
It was observed that television was the most relied on mass 
media source of health care information by 28 per cent of the 
respondents. Ten per cent of the respondents relied most on 
radio as a source of health information. The other mass media 
sources depended on were in the same order as stated in the 
preceding paragraph.
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Knowledge and Use of Medical Specialists
The per cent of respondents who knew about the services 
provided by selected specialists and the use made of these 
specialists by respondents and family members is presented in 
Table XXIV. Pediatricians were the most known about specialists, 
as indicated by 63 per cent of the respondents. The knowledge 
respondent's had about other specialists was found to exist in 
the following rank order by specialist: Obstetricians,
Cardiologists, Chiropractors, Orthopedists and Urologists. It 
w a s  observed that Obstetricians were the most used specialist 
(reported by 47 per cent) by respondents and family members 
with Pediatricians being the next most used specialist (by 43 per 
cent of the respondents and/or family members).
The issue for or against the medical or legal acceptance of 
Chiropractors was not considered in this study. Chiropractors 
were selected for observation purposes because it was believed 
they would be recognized and used for health care assistance by 
the respondents. It was found that 49 per cent of the 
respondents knew what Chiropractors did and six per cent of the 




THE PER CENT OF RESPONDENTS WHO WERE FAMILIAR WITH THE 
WORK THAT SELECTED SPECIALISTS DO AND THE NUMBER 
OF RESPONDENTS AND/OR FAMILY MEMBERS WHO HAD 
USED SPECIALISTS SERVICES, BATON ROUGE 
AREA, LOUISIANA, 1972-73.
Specialist
Knew What Work 
Specialist Did
Had Used Specialist 
Assistance
No. Per Cent 
(N=228)
No. Per Cent 
(N=228)
Pediatrician 143 63 97 43
Obstetrician 135 59 108 47
Cardiologist 119 52 47 21
Chiropractor 111 49 13 6
Orthopedist 79 35 30 13
Urologist 58 25 19 __8
Total 100 100
Table XXV presents the frequency for the types of contacts 
that were used by respondents in securing the services of 
specialists. It was observed that respondents made use of varied 
types of contacts for overall use of each of the specialists 
listed. Indications on the average show that 66 respondents had 
made their own contact to specialists for an average of 1.6 times 
during the year. However, 67 respondents also reported, for an 
average of 1.4 times during the year, that they had relied on 
another doctor for reference to the specialist used. Twenty-
TABLE XXV
THE FREQUENCY FOR TYPES OF CONTACTS NAMED IN USING SPECIALISTS BY FEMALE 
HEADS OF HOUSEHOLDS, BATON ROUGE AREA, LOUISIANA, 1972-73.














TTo. .... % No. % No. % No. % No. %
1 time 42 63 36 55 20 74 13 65 15 63
2 times 21 31 24 36 6 22 7 35 7 29
3 times 4 6 2 3 1 4 0 0 2 8
4 times 0 0 3 5 0 0 0 0 0 0
5 times 0 __0 1 __1 0 0 0 __0 _0 __0
Total 67 100 66 100 27 100 20 100 24 100
Average Number 
of Times 1.4 1 .6 1.3 1.4 1.5
fl/—  Earl K. Long Memorial Hospital, Parish Health Unit, Louisiana Family Planning Program, 
Department of Public Welfare and four other unidentified hospitals and provider 
organizations.
(Footnotes indicate rank order for number of times sources were mentioned.)
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seven respondents were referred to the specialist by a relative 
and 20 were referred by a friend. Twenty-four respondents 
reported that on an average of 1.5 times during the year they or 
family members were referred to the specialist used by a health 
provider organization. It is observed that the majority of 
contacts to specialists were made on an average frequency of one 




In recent years, health education has received increased 
attention on the national level because it is recognized that 
more emphasis will necessarily have to be placed on the 
individual consumer for assuming a larger responsibility for 
personal health care practices. It is recognized that changes in 
the behavior of consumers of health care are needed whereby they 
more effectively make appropriate decisions that ultimately affect 
personal health maintenance.
Present and future health care facilities and services need 
to be used in the most efficient manner. Progress can be made in 
this direction if individuals are better educated on hew to use 
the overall health care system. It is believed that increased 
consumer knowledge of the health care facilities and services 
available will greatly assist the consumer of health care in 
making more appropriate decisions for selecting and using component 
parts of the health care system.
Health education is a process whereby the behavior of people 
is changed as a result of their being exposed to new learning 
experiences. It encompasses individual changes with regard to
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increased knowledge and understanding and improved attitudes 
whereby the individual makes better decisions and takes 
appropriate action in solving health care problems.
There is a vital need for innovative approaches in consumer 
health education work calling for experimentation in different 
kinds of educational efforts.
The Problem
Consumer health education efforts in Louisiana have been 
fragmented and piecemeal. There were no programs which could 
specifically be identified or described as primarily being 
devoted to consumer health education. In the summer of 1972, the 
Louisiana Cooperative Extension Service launched a pilot health 
educational program called the Capitol Area Consumer Health 
Education Program. The program was designed as a demonstrational 
project with emphasis on testing the efficiency and effectiveness 
of models for achieving educational changes in people in relation 
to health knowledge and practices, and the use of the health care 
delivery system.
Purpose of the Study
This study was designed to be a part of the benchmark 
evaluation for the Consumer Health Education Program. First, the 
data was to be used to provide information about consumers of 
health care that would be helpful in planning the educational
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content of the program related to using the health care system; 
and later, the data was to be used for comparison purposes to 
determine if significant changes were brought about in the 
consumer's behavior with respect to knowledge and use of the 
health care system through participation in the consumer health 
education program. Therefore, this study deals with that part 
of the basic test used to determine the levels of knowledge the 
consumer had about the health care system and the usage made by 
the consumer of the system.
The major purpose of the study was to determine if there were 
any relevant consumer characteristics which are significant factors 
that contribute to consumer knowledge and use of the health care 
system.
Objectives of the Study
The maj or general ob jective of the study was to compare 
overall consumer knowledge and use of the health care system to 
relevant personal characteristics that could be associated with 
behaviorial change. In order to accomplish these tasks, the 
study had the following specific objectives:
1. To determine the extent to which the consumer sought 
health care information and training for health 
maintenance.
2. To determine what persons and what organizations the 
consumer went to for health care information and 
services.
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3. To determine the knowledge the consumer had of 
selected component parts of the system which 
provide special services, and the extent to 
which these services were used by the consumer.
4. To determine the extent to which the consumer 
sought assistance when illness was present and 
which entry points into the system were used for 
treatment.
5. To determine from whom the consumer had learned 
about the points of entry into the system that 
were used.
6 . To determine what organizations, agencies, and 
institutions were viewed by the consumer as 
being most useful in providing health care needs, 
and what services were received.
7. To determine the value placed by the consumer
on using different mass media sources for health 
care information.
The Research Design
The respondents for this study were 228 female heads of 
households located in low-income communities in East and West 
Baton Rouge Parishes who volunteered to participate in the 
Capitol Area Consumer Health Education Program. They were 
enrolled on a quota basis by the four sub-professional aides 
working in the program in the two parishes.
The interview schedule was designed primarily to test the 
consumer’s knowledge and use of the health care system. The 
data collected and interpreted into knowledge and use scores, 
were the dependent variables that were studied. Other common 
characteristics which were measured and used as the independent
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variables were: place of residence, race, religion, age, years 
of formal education, respondent's occupation, family income, 
family size and respondent's and/or spouse's participation in 
organizations.
Knowledge and use of the health care system are closely 
interrelated; therefore, schedule parts were developed into 
s ections whereby both variables could be tested jointly from broad 
general classifications of health care information and services 
that are available within the health care delivery system.
The major areas of classification used to obtain both 
knowledge and use data were:
1. Consumer activity relative to sources used for health 
care information, education or training, and treatment 
with health care problems; and, the knowledge the 
consumer had of sources for health care information.
2. The entry points used by the consumer when illness was 
present to gain access into the health care system and 
the health care provider organizations used.
3. Consumer knowledge and use of selected organizations and 
agencies that provide either supplementary or specialized 
services in the form of health care information and/or 
treatment.
4. Consumer knowledge and use of selected medical specialists 
and the sources used for contacting the specialists.
5. Consumer use of mass media sources for health care 
information.
90
The Procedures and Analysis Used
Numerical raw scores for consumer knowledge and use were 
developed by assigning points for appropriate knowledge and use 
responses given by the respondents to different questions within 
the broad classes of information being observed. Therefore, 
knowledge scores reflect an overall quantitative level of 
knowledge the consumer's exhibited relative to the component 
parts of knowledge used for the investigation. Use scores were 
developed to reflect consumer participation in the health care 
system and emphasis was placed on the extent to which consumers had 
made it a practice to depend on the system for information, 
education, advice, and treatment. Therefore, use scores indicate 
the overall level of adoption which consumers had practiced in 
using the system in general as determined by the components of 
use being observed.
The data were analyzed statistically by the least squares 
regression procedure to determine if the personal characteristics 
being observed were factors that were significantly related to 
respondents' knowledge or use of the health care system. Other 
statistical procedures included an analysis of the components for 
both knowledge and use by observing the means, ranges of scores, 
and coefficient correlations of the established component parts 
under investigation. The relationship between overall knowledge 
and use of the health care system was also studied. Findings
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were reported to be statistically significant at the .25 level 
or above. Other relationships which the consumer had with the 
overall health care system and selected component parts were 
observed and described in detail.
Consumer Knowledge and Use of the Health Care Systern
A positive relationship was found to exist between 
respondents’ knowledge and use of the health care system. The 
correlation coefficient of 0.43 was statistically significant 
at the .001 level indicating that as overall knowledge of the 
health care system increased, so did the overall use made of the 
system increase. The overall mean score for consumer's knowledge 
of the system was 21.85 with individual scores ranging from 2.00 
to 46.00.
Components of Knowledge. The greater portion of the overall 
knowledge score was related to consumer awareness of health care 
provider organizations and the services available. The mean 
score for the awareness component was 12.06 and the mean score for 
the knowledge component was 5.91. Therefore, consumers were aware 
of about half of the health care provider organizations being 
considered and knew of services available for about one-fourth of 
the organizations.
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A mean score of 2.80 out of a possible score of 6.0 indicated 
that respondents knew about the work of about half of the 
specialists under consideration. There were low mean scores of 
0.76 observed for naming sources of health care information and 
0.75 for knowledge of the kinds of information available from the 
sources named by the respondents.
Components of use. The mean scores for components of use 
indicated that the overall test for use was more evenly distributed 
among the use components. The overall mean score for consumer 
use of the health care system was 13.85 with individual scores 
ranging from 3.00 to 32.00.
The higher correlations between the components of use were 
found to exist between the consumer seeking assistance from both 
persons and organizations in the health care system when illness 
was present. Mean scores for these components were 2.20 and 2.28 
respectively.
When consumers were seeking general assistance with overall 
health care problems, mean scores for the use components were 
observed to be the following: information (2.89), education (2.12)
and treatment (2.89). The range for these scores was 1.00 to 
A.00. A lower mean use score of 0.64 was observed for the use made 
of respondent named organizations which provide general health 
information. An even lower mean use score of .19 was found for 
respondent participation in health education classes.
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The mean use score for selected supplementary and/or 
specialized organizations providing health care information 
and/or assistance was observed to be 2.29 with a range of 
0.00 to 9.00 for individual scores. A mean use score of 1.40 
was observed for respondents' use of specialists that were under 
consideration.
Place of residence. Respondents living in small communities 
exhibited a higher mean knowledge score of the health care 
system than did those living in rural or urban areas. Mean 
knowledge scores were lowest for the urban group. Place of 
residence was a significant factor at the .23 level when related to 
knowledge of the health care system but this factor was not found 
to be significant when related to use of the system. However, 
respondents from small communities also made greater use of the 
system than did the rural and urban respondents.
Race. This factor was not found to be significant in relation 
to either respondents' knowledge or use of the health care system. 
Eighty-eight per cent of the respondents were Black and exhibited 
a slightly higher mean knowledge score of 21.91 compared to a 
score of 21.80 for Whites. However, the trend for use was found 
to be contrary to the overall positive relationship between 
knowledge and use of the system. Whites had a mean use score of 
16.28 compared to the mean use score of 13.62 for Blacks.
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Religion. There was no significant relationship found for 
either knowledge or use of the health care system when comparisons 
were made with the religious factor. Catholics, represented by
14 per cent of the respondents, exhibited both higher knowledge
and use mean scores than did Protestants who accounted for 84 per 
cent of the respondents. Two per cent representing those with no 
religion and Christian Scientists had the highest mean knowledge 
score, but the lowest mean use score.
Age. Age was found to be a highly statistically significant
factor at the .005 level when related to respondents' knowledge of
the health care system. Age was not statistically significant when 
related to use of the system. Respondents between 21 and 40 years 
old exhibited the higher mean knowledge score followed by those 
in the 41 to 60 age category. Those respondents at both extreme 
ends of the age categories, under 21 and 61 and over, had a mean 
knowledge score far below the overall mean knowledge score.
Education. The years of formal education which respondents 
had completed was found to be statistically significant at the 
.11 level in relation to knowledge of the health care system, but 
education was not a statistically significant factor related to 
use of the system. The knowledge level of the health care system 
was found to progressively increase as years of formal education 
increased.
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Twenty-six per cent of the respondents who had six or less 
years of education fell below the overall mean scores for both 
knowledge and use of the system. Respondents with seven or 
more years of education exhibited mean knowledge scores above the 
overall mean knowledge score. Twenty-two per cent of the 
respondents who had completed high school and three per cent who 
had completed college had much higher mean knowledge scores of 
the health care system than the other respondents. Three per 
cent of the respondents who had completed some college work had a 
very high mean use score indicating they had substantially used 
the system more than those with less education.
Occupation. This factor was found to be of statistical 
significance when related to consumer knowledge of the health 
care system at the .10 level and to use of the system at the .06 
level. Mean knowledge scores were much higher for nineteen per 
cent of the respondents who were employed outside the home than for 
the sixty-nine per cent classified as housewives. The same trend 
was observed in the mean scores for these categories when related 
to use of the system. A higher knowledge level of the health care 
system for persons employed in the clerical, sales, service, and 
skilled and semi-skilled occupations was observed when compared 
to those employed as domestics.
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Family income. A statistically significant relationship at 
the .16 level was found to exist when comparing family income and 
the knowledge respondents had of the health care system. There 
was no statistically significant difference observed in relating 
income to use of the system; however, both the level of 
knowledge and use of the health care system increased as family 
income increased. Only those with incomes of $2,000 and under 
exhibited mean knowledge and use scores below the overall means of 
knowledge and use.
Respondents with family incomes of $2,001 to $6,000 exhibited 
generally the same level of knowledge about the health care 
system. A large increase in both the knowledge level and use 
made of the system was found when family incomes were reported to 
be in the $6,001 to $8,000 range.
Family size. This factor was found not to be statistically 
significant when compared to both consumer knowledge and use of 
the health care system. Respondents with families consisting of 
five to six members had the highest level of knowledge of the health 
care system, but families with nine to twelve members made 
greater use of the health care system. Levels of knowledge were 
found to be below the overall mean knowledge score for families 
with two or less members and those families consisting of four or 
less persons were observed to use the system at a level below 
the overall mean for use.
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Organizational participation. The organizational 
participation (membership and/or activity in clubs and groups) 
of the female head of household and/or spouse was found to have 
a highly significant statistical relationship when considered as 
a factor relating to both respondent knowledge and use of the 
health care system. Twenty-six per cent of the respondents 
indicated that they or their spouses participated in clubs or 
groups. When this factor was compared to knowledge of the health 
care system a .001 level of significance was observed. The 
level of significance was found to be even higher, at the .0001 
level, when compared to use of the health care system. Knowledge 
and use mean scores were both below the overall means for 
knowledge and use for 74 per cent of the respondents who did not 
belong to clubs.
Extent of assistance sought with health care problems. The 
extent to which respondents sought information, education or 
training, and treatment with health care problems was 
investigated. Thirty per cent reported that they often sought 
information and 40 per cent indicated they sometimes do. Thirty 
per cent seldom or never sought health information. Thirty-eight 
per cent often or sometimes sought training in order to solve 
health care problems and 10 per cent reported having participated 
in health classes. Twenty-eight often sought health treatment, 
but 33 per cent indicated they seldom or never sought treatment 
for health problems.
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Sixty per cent of the respondents relied on relatives or 
friends for health information as compared to 17 per cent who 
contacted a doctor. Health facilities* hospitals, clinics 
and doctors were relied on for health training purposes by 
eight per cent of the respondents. For treatment, 85 per cent 
of the respondents generally made direct contact with a doctor 
while nine per cent went to health provider organizations.
Family illness. The number of illnesses reported per family 
over a one year period averaged 2.9. Eighty-three per cent of 
the families were found to have from one to four illnesses 
per year. It was observed that respondents felt that only 82 per 
cent of the illnesses recorded were serious enough to seek help 
and assistance was sought for 80 per cent of the illnesses reported.
Other observations indicated that 31 per cent of the 
respondents often did not go for help with an illness when they 
felt help was needed. Eighteen per cent reported that they 
occasionally did not go. However, more than half always or 
never neglected to go for help when they felt it was needed.
The majority of reasons given by those respondents who did 
not seek help were related largely to economic problems, lack 
of transportation, not considering the illness serious enough to 
seek help,or they began to feel better.
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Contacts made for assistance with illness. By far, the 
majority of contacts were made directly to doctors. Doctors in 
private practice were contacted an average of 2.2 times during 
the year by 53 per cent of the families and doctors in private and 
government hospitals were contacted an average of 1.9 times during 
the year by 46 per cent of the families. Eleven per cent of the 
families reported securing assistance with an illness from private 
and/or governmental hospitals or clinics for an average of 1.8 times 
during the year.
When the frequency of contacts was observed regarding the kinds 
of health provider organizations contacted to assist with an 
illness, it was found that 46 per cent of the families vent to the 
physician in private practice on an average of 2.3 times during the 
year. Forty-five per cent of the families secured services from 
public/governmental hospitals an average of 1.8 times a year. The 
institutions contacted were all part of the state hospital system 
with the majority of contacts being made locally. Private 
hospitals were used by 12 per cent of the families for a total of 
37 times during the year; nine of these hospital visits were made 
outside the area. Public clinics were used for assistance with 
illnesses by 7 per cent of the families an average of 1.1 times 
during the year.
Attitude regarding services received. Eighty-seven per cent 
of the respondents indicated they were satisfied with the 
services they received from the health provider organizations 
contacted to assist with an illness. For the 18 per cent who were
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dissatisfiedv the following rank order of reasons were given: 
had to wait too long, received improper kind of service, did not 
get help needed, was treated discourteously, was unhappy with the 
high cost of treatment, and did not receive medicine or 
instructions.
Information sources used for contacts made to health 
provider organizations and medical specialists. It was observed 
that respondents relied heavily on friends, neighbors, and 
relatives as a source of information regarding the contacts made 
to health provider organizations. Friends and neighbors were 
used an average of 2.2 times during the year and relatives were 
used an average of 1.5 times annually. Doctors were the next 
most used source for general health information and were used an 
average of 1.7 times during the year. Information for the 
contacts made to provider organizations was secured from another 
health facility or organization an average of 1.6 times during the 
year. Twelve respondents reported using mass media sources for 
learning about the health provider organizations contacted.
Doctors were the most used source by respondents in contacting 
medical specialists. A  large number of personal contacts were 
made Independently by the respondents. Relatives and friends also 
accounted for a substantial number of sources used for finding out 
about the specialists contacted.
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Knowledge and use of selected health care and/or related 
organizations. It was found that the per cent of respondents was 
generally low who were aware of and knew about volunteer health 
and/or other selected organizations which provide specialized 
health care information and/or related services. It was found, 
however, that more than 70 per cent of the respondents were aware 
of the Department of Public Welfare, the Parish Health Unit, the 
Cancer Society, the Red Cross, Volunteers of America and the 
Mental Health Center. For these organizations only fifty per 
cent or more of the respondents knew of the services provided by 
the Department of Public Welfare, the Parish Health Unit and the 
Red Cross. The per cent of respondents who had knowledge of 
other supportive organizations was extremely low.
A large number, 66 per cent, of the respondents had used the
services of the Parish Health Unit. The Mental Health Center
was used by 14 per cent of the respondents. Nine per cent had 
received services from the Cancer Society and 8 per cent had
received help from the Red Cross. Though investigations were not
made in this particular test for the Louisiana Family Planning 
Program responses to other classes of information revealed that 
the services of this organization were used by many of the 
respondents for health information, education and treatment.
Thirty-five per cent of the respondents indicated that 
Earl K. Long Memorial Hospital had been the most helpful
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organization in providing assistance with health care information 
and/or services. The Parish Health Unit and the Department of 
Public Welfare were the next most useful organizations as reported 
by the respondents. Local public hospitals and volunteer health 
organizations were identified by some respondents as having 
provided the greatest assistance.
Mass media sources used. Television was the most relied on 
mass media source for health care information and was reported to 
have been used for this purpose by 42 per cent of the respondents. 
Radio was used to secure health care information by 26 per cent of 
the respondents. Twenty-three per cent had used medical books and 
dictionaries to secure information relative to health care problems. 
Other sources depended on were ranked as follows: newspapers,
magazines, and leaflets and handbills.
II CONCLUSIONS
Based on the findings of this study the following general 
conclusions can be drawn:
(1). The finding that female heads of households living in 
small communities exhibited a higher knowledge level of the health 
care system than did those from rural and urban locations is 
believed to be associated with the probability that they gained 
increased information by being active in associations with neigh­
bors and friends and participated in experiences outside the home 
more often than urban and rural residents.
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(2). The finding that families of female heads of 
households whose age was under 21 and over 60 used the health care 
system less, Is probably due to the fact that they would normally 
have less family members at home than those in the 21 to 60 age 
group and therefore have a smaller number of family illnesses per 
year. Too, they probably had less total family income whereby 
they could not afford to make considerable use of the health care 
system.
(3). Higher levels of knowledge of the health care system 
exhibited by those who had completed high school and some college 
work as compared to those with less years of formal education is 
believed to be associated with their Increased capability to 
assimilate more general information about the health care system. 
Also, due to educational attainment they have probably been 
eligible to secure better jobs whereby they have communicated with 
others more knowledgeable of the health care system. Too, they 
probably make greater use of more mass media sources of health 
care information.
(4). The higher level of use made of the health care system 
by those completing some college work is largely due to the 
probability that they earned Incomes whereby they could better 
afford to make greater use of the services available. The sub­
stantially higher knowledge level of the health care system 
exhibited by this group would have increased the probability that
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they also used a larger variety of the facilities and services 
available.
(5). The finding that higher mean knowledge and use scores 
were obtained for female heads of households working outside the 
home, as compared to those classified as housewives, is attributed 
to the belief that they generally had a higher level of education, 
had increased associations with others from whom they had learned 
more about the system, and because they were employed, family 
incomes would be increased whereby they could better afford to make 
more use of the health care system.
(6). Less knowledge of the health care system for female 
heads of households with smaller families can probably be associated 
with the fact that these were younger mothers who also had less 
experience in using the system.
(7). Less use of the health care system by smaller families 
is believed to be associated primarily with a smaller incidence of 
family illnesses due to the size of the family.
(8). Participation in organized clubs and groups by female 
heads of households and/or spouses is believed to be related to a 
higher knowledge and use level of the health care system due to 
increased associations and communications with others who know 
more about the health care system. Generally, people who partici­
pate in clubs and organized groups have a higher educational back­
ground and a higher family income, both of which are related to 
more knowledge and use of the health care system.
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Other observations from the study indicate the following:
(1). Generally low-income consumers of health care do seek 
information concerning health care problems. They rely on 
relatives and friends to a large extent for general health care 
information with a small portion contacting doctors or others in 
the health field for this assistance. Low-income consumers rely 
on the health care system to a much smaller extent for health 
education purposes. The large majority do seek assistance for 
health care treatment from doctors and health care provider 
organizations.
(2). Low-income consumers do not seek assistance for an 
illness when they feel help is needed largely due to economic 
problems and lack of transportation.
(3). Low-income consumers of health care use doctors in 
private practice slightly more frequently than doctors in public 
and/or private hospitals. However, the public state hospital 
system is used more extensively than private hospitals.
(4). Friends, neighbors, and relatives are more often used 
as the sources of information for making contacts to health 
provider organizations by low-income families. Doctors are more 
often used as the source of this information than others in 
health facilities and/or organizations.
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(5). The low-income consumer's general knowledge and use of 
selected area organizations which provide health care information 
and/or services is generally low.
(6). Low-income consumers do rely to some extent on mass 
media sources for health care information.
In summary, it should be explained that the findings of this 
study indicate that there are numerous interrelationships between 
the variables investigated. Based on the investigation, it is 
concluded that a general profile can be drawn for the consumer who 
is likely to have a higher knowledge and use level of the health 
care system. This female head of household is 21 to 40 years old, 
employed outside the home, has more years of formal education, a 
higher family income, a larger family size, and participates in 
organized clubs or groups.
In terms of the criteria used to evaluate the levels of 
knowledge and use of the health care system, there was a variability 
among consumers in terms of both knowledge and use of the system.
It can also be concluded from the findings that increased knowledge 
of the health care system fosters a higher use being made of the 
system in general. Therefore, educational programs are called for 
whereby the consumer is provided opportunities that increase his 
knowledge of the heath care system.
107
III RECOMMENDATIONS
1. Increased emphasis should be placed on providing consumer 
health education programs for the disadvantaged.
2. Consumer health education programs should Include 
educational information and activities designed to increase the 
consumer's knowledge of facilities and service available within 
the health care system.
3. The general public and other specific audience groups 
need to be included in consumer health education efforts. Special 
emphasis should be given to youth groups, homemakers, and the 
elderly.
4. Efforts should be made to include consumer health 
education as a part of other on-going educational programs and 
activities offered to the general public by numerous agencies and 
organizations.
5. Efforts should be made to make more use of mass media 
sources in providing consumer health information to the general 
public.
6 . Consumer health educational activities planned for youth 
and disadvantaged audiences should provide an opportunity for 
career exploration activities related to occupations in the health 
care field.
7. The establishment of referral programs with the purpose 
of providing information to consumers about community health care
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facilities and services are needed and would contribute to a more 
effective use of the health care system.
8 . Continued cooperation between educational agencies and 
organizations and the providers of health care should be encouraged 
and expanded in planning and conducting consumer health education 
programs and activities.
9. Increased efforts should be made to continue consumer 
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Part I, Page 1
CONSUMER HEALTH INFORMATION PROGRAM 
Benchmark Study Part 1
Identification No. 
(Family Number)
A. Place of residence 9-10. Education
1. Urban (city or town)
2. Small comnunity











7-8. In what year 




14-15. Number of family 
members living in 
this household.
What is your family 
income for a year (all 




15-17. What clubs do you and your husband belong to?















Benchmark Study Part II
Part IJ, Page I
Now I am going to ask you some questions about health problems, and health 
care organizations. Would you think about any problems that could be either 
minor or serious (Including any concerns you have about health, minor Illness 
at home, or 9erlous Illness requiring medical care) ?
1. When you seek help concerning health problems, how often 
are you looking for: (See A, B, C, below)
Information 
(Someone to tell 
you about preventing 
Illness in general, 
understanding about 
an Illness, where to 
go for help.)
1.Often 2.Sometimes 3.Seldom A.Never
Whom do you usually go to 
for Information on health
care?
M a t :
□
n
P. Treatment and/or 
Service (Someone 
who decides what the 





Whom do you usually go to 
for treatment or service?
List:
C. Education or 1.Often
Training (Someone 
who teaches how to 
care for or what to 
do for an Illness at 
home through private 
assistance or classes^.
Whom do you usually go to List; 
for education and/or train­






Can you name some health care organizations that are mainly concerned 
with giving out information (through individual contact, group meet­
ings or publications) on practices for maintaining good health?
List: What Is the kind 
of Information 
they have?
Have you gone 
to those named 
for assistance?
Yes No
Did you attend 
any classes?
Yes No
(INTERVIEWER - Id chls secCion probe for health care organizations such 
private and public hospitals, clinics,- Institutions, etc.)
3. Have you or mem­
bers of your house­
hold had a recent 
illness? (Probe: 
any kind of illness 
in the cast year)











u feel the 
s was
s enough to 
elp?
:eck)












7.1c whom did you 
or household mem­
bers go to for 
help or ask for 
assistance (Probe: 
For each illness
p. If you contacted 








9. Where or from 








Sure Yes No Yes No
named, give the 










□ □ □ □ □ □ □
(In Reference to answers listed in Question 7)
12. Were you satisfied with the help or assistance you received from the organizations named?
1. Yes
2. No






12. Now I an going to call out the names of some organizations that assist with health problems (some of which you may have already named). 
Even so, please tell me if you have heard about the organization before now, and if so, can you now describe what kind of service 
it provides?










i you or members of your househo 
.ed on these organizations? 










B.R. Mental Health Center
E.3.R. Council of La. Heart 
Association
3.R. Physical fherapy and 
Rehabilitation Center
B.R. Alcoholism Out-Patient 
Clinic
The National Foundation 
(Arthritis)




American National Red Cross
3.R. Area Council on 
.Alcoholism and Drug Abuse
Eden Park Referral Center ___Dept, of Public Welfare (Dept, 
of Health, Educ. & Welfare - 
Social Security Administration)

















e you or members of your househo 
Led on these organizations? 
yes, for what help?
Help






Tuberculosis Assoc, of B.R.








Any others (probe: civic or 
religious groups you may 
know about) Specify:
I t :






Part II, Page 5
13. If you had to name only one organization or Institution whieh has 
heen most useful or helpful to you in providing needed health care 
Information or service, which one would you name?
LIST: ____________________________________ ___________ _______________________
What did they do for you?
  . ' . .  1 1
14. What other (if any) would you name as being of great service or 
assistance to you?
List What assistance or service did they provide?
1.      _
2 .    ___________
3.'  " ____________
15. How often would you say you felt you needed health care, knew where to go 





16. If you did not go for help, what are the reasons why you did not go? 
LIST:
17. In general, did you receive the help or assistance you expected to 




18. Why do you feel you did noL receive the service or help asked for? 
Give reasons.
LIST:
Part IT, Pfipo 6
19. Have you used any o£ the following If yes, what information have











20. If yea, which of the above sources have you depended on moat?
(Use above list for code.)
1st.__________________________________________ P J
2nd.__________________________________________ P I
3^-_______________________________  L 1
21. Medical doctors often have special training to enable them to 
care for particular groups of patients or those with special 
medical problems. I will name some of these medical specialists. 
Do you know what they do?
What was the 
problem they 
assisted wltb'i
Have you or members 











How did you go to 
the specialist?
1. Made own contact




John Paul Duke, a native of Colfax, Louisiana, was born 
on May 15, 1933 in Shreveport, Louisiana.
After graduating from Colfax High School in 1951, he 
attended Louisiana State University and received a Bachelor of 
Science degree in Agriculture in June of 1956. From August of 
1956 to June of 1958, he served in the United States Navy.
In October 1958, he was appointed Assistant County Agent 
in West Feliciana Parish, Louisiana. During the summer of 
1963 he worked as an Associate in Citizenship/Leadership 
Education at the National 4-H Foundation in Washington, D. C.
Beginning in August of 1964 he was selected to participate 
in the National 4-H Fellowship Program in Washington, D. C.
After completing the Fellowship year he returned to Louisiana 
State University and earned the Master of Science degree in 
Extension Education in August 1965.
In August 1965, he was appointed Extension Assistant 
(District Program Specialist) on the Southeastern District Staff 
of the Cooperative Extension Service at Louisiana State 
University. In the summer of 1967, he was selected to serve as 
a group leader for the 4-H Teen Caravan Program to Italy, 
Austria, Denmark and the Netherlands.
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In September 1971, leave of absence was taken from the 
Extension Service to do graduate work at Louisiana State 
University. He was employed in September 1972 by the Louisiana 
Capitol Area Health Planning Council to coordinate the Health 
Services/Educational Activities Project. He returned in the 
fall of 1973 to re-enroll for the Doctorate in Extension 
Education at Louisiana State University.
He is the son of Paul A. Duke and the late Theresa Calhoun 
Duke of Colfax, Louisiana and has one sister, Helen Duke Faircloth.
